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MEDICINE IN THE NEWS 


A colleague of mine recently remarked, “We doctors have no 
business letting medicine get into the news so much. The reporters 
won't get the story right.” 

Today, this is an impractical and shortsighted attitude within our 
profession. Whether we like it or not, the medical profession is in the 
news. Medicine and doctors are news. It is up to us to provide practical, 
ethical mechanics to make sure the news is right. 


The necessity for providing accurate reporting was recognized re- 
cently in a national institute held by the American Medical Association 
and attended by representatives of the medical associations from forty 
states, Canada, and two territories. The institute, established to study 
public relations techniques in medicine, extended for two days. A four 
hour panel centered discussion on medical press and radio relations. 

The conclusions reached were generally the same as those advanced 
in the July 19 issue of The Journal of the American Medical Associa- 
tion by John Bach, director of press relations for the A.M.A. 

Recognition of the need for meeting the press accurately and ade- 
quately is further emphasized by the rapidly increasing number of 
medical societies throughout the nation which are establishing and 
maintaining clear-cut channels for authentic news release within their 
own organizations. 

It is an inescapable fact that here in Texas our own large scientific 
meetings recently have received accurate and interesting coverage. 
Public demand for this type of news has been illustrated each time 
by the fact that major newspapers invariably carry more extensive 
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coverage of these medical meetings than of conventions or meetings 
of any other type. Newspaper editors, being intelligent and practical 
businessmen, would not do this were it not for pressure of public de- 
mand. 


In every case that has reached my attention, accurate news report- 
ing has resulted from careful cooperation between the medical pro- 
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fession and the press and from establishing a desire within the working 
newspaperman to check his facts carefully with the doctor before 
releasing them. Also, it has been brought about by our establishing 
authorized spokesmen to release legitimate information to the press. 

There is no doubt that many stories can have a dangerous effect 
on physician-patient relationships and on the actual state of health of 
the patient himself. These constitute a definite problem, but in nearly 
every case it is a problem in which we will find sympathetic under- 
standing on the part of the conscientious newspaperman if he under- 
stands the facts and the implications involved. Few newspapermen 
will break an off-the-record confidence. 


A problem in our own house tending to block satisfactory press 
and radio relations is the quiet pressure wielded by many of our col- 
leagues upon the society and Association officials who are, by dint of 
office, established as our official spokesmen. This type of pressure is 
wrong and it can be discouraged through a thorough understanding by 
all physicians of the necessity for handling our press relations correctly. 
We will see the time before long when our own principles of medical 
ethics will clearly lay down the advisability of establishing official 
outlets for such information. 


It will be well when in Texas every society has such authorized 
spokesmen, whether they be the president, secretary, public relations 
chairman, or all combined. A code of cooperation, formally drafted 
with press and radio or informally understood with them, will help 
keep these channels clear-cut and open. Then, all that is needed further 
is the understanding by all doctors that release of news within these 
channels by the authorized spokesmen is not in any sense unethical. 

One of our well known news associations has often quoted the 
slogan, “Get the news first, but first get it right.” We will do well to 
paraphrase this for our own use: “The press will get the news; let us 
see that they first get it right.” 


“4. Ts rrstl_ 
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GOVERNOR ALLAN SHIVERS 


In 1949 Allan Shivers became the Governor in 1934 when he was elected to the Texas 
of Texas, and in the short span of years which Senate, representing the Fourth District. He 


has followed, he has become familiar through- served four three-year terms in the Senate and 


out the nation as one of the was president pro tempore of 


most active figures on the ' that chamber in 1937. He 


national political scene. At 4 ‘ then became Lieutenant Gov- 
45, he heads “both the Na- _—  a~——_ ernor in 1946 and succeeded 


tional and Southern Gover- to the governorship in July 


nors Conferences and has 4 xs | ». of 1949 upon the death of 
served as chairman of the In- . F', Governor Beauford H. . Jes- 
terstate Oil Compact Com- } — i = ter. As Governor, Shivers has 
mission. One may perhaps ¢ : ae demonstrated himself worthy 
attribute some of his prom- * | ! of the political reins which 
inence to the state itself—the he now holds. Voters of the 
unique position which Texas , State in the elections of 1950 
has occupied in national pol- and now again in 1952 have 
itics in recent years, and es- returned him to his executive 
pecially in this election year post, evidencing their ap- 
—but the ability and force- proval of his dynamic abili- 
fulness of the man himself ae ties. Throughout his political 
have been decisive factors in his rise to lead- career his most valuable asset has been his gen- 
ership. uine concern for the state and its peoples. Time 

Shivers’ first entry into Texas politics came and again he has risen to assume the leadership 
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necessary to accomplish good tor the people he 
represents. 


Allan Shivers had pointed his political vec- 
tors deep into conservative paths long before 
he reached the Governor’s mansion, and since 
he has occupied it, it is significant that his prin- 
cipal aim has been to keep a conservative tenor 
in the civil government of Texas. He has 
seemed to place this desire even above his own 
reelection to office. 


A major factor in Governor Shivers’ conser- 
vative thinking has been his active disgust of 
socialism in any form, including socialized med- 
icine. He has constantly backed the good works 
of Texas doctors and their progress in giving 
Texans the best medical care available without 
any government control. Most Texas physicians 
will recall the long struggle in the Legislature 
to enact “The Minimum Standards Bill.” Shivers 
helped block maneuvers to kill the bill, which 
finally did pass and become law. 


He has stood against the means by which 
socialized medicine might creep into the Texas 
and national picture— such as the deviously 
termed medical insurance plan. In a recent radio 
broadcast Shivers emphatically denounced this 
plan, pointing out to the people of the state its 
apparent kinship to socialized medicine, and 
backing up his denunciation with factual in- 
formation regarding the evils which would un- 
doubtedly be incurred if such a plan ever were 
to become a law. Shivers stated: 


“The medical profession recognizes that [the Amer- 
ican people deserve the best in medical care and treat- 
ment and that not all of them are getting it now,]} 
and there is evidence on every hand that doctors are 
growing more and more conscious of their community 
responsibilities. In other words, they are doing some- 
thing about it. Health and hospitalization insurance 
on a voluntary basis has solved the problem for a vast 
and growing number of our people. For those who 
cannot afford even the modest cost of medical insur- 
ance, the situation is being improved by cooperation 
between the medical profession and the /ocal units of 
government. While our medical profession is not per- 
fect, it is the best in the world—and getting better. 
... The most serious threat of all from socialized medi- 






cine is that it would be the forerunner of more so- 
cialistic schemes. It is a program designed ...to elim- 
inate the private practice of medicine in this country. 
And that would be a tremendous stride toward social- 
ism.... Let me make it clear that the Congressional 
committee [investigating propaganda activities in be- 
half of the Truman “health insurance” program] did 
not say that all supporters of socialized medicine are 
Communists. It merely said that all Communists are 
supporters of socialized medicine.” 

Nevertheless, Shivers has not acted as a par- 
tisan for medicine, but as a fair champion of 
Texas’ welfare in all cases. An expanded state 
hospital program (building and treatment), 
authorized and financed at a special session of 
the Legislature called by him in 1950, is one 
proof of his continuous insistence upon good 
medical facilities throughout the state. 


The Governor has the background which the 
state would deem ideal for the gubernatorial 
officeholder — and even looks the part. He 
spent the first sixteen years of his life on a farm 
—the story goes that he never saw a football 
game until he was 16. He is an educated man, 
holding an earned bachelor of laws degree from 
the University of Texas and honorary doctor of 
laws degrees from the East Texas Baptist Col- 
lege, St. Edward’s University, and Baylor Uni- 
versity. He is a successful farmer, lawyer, news- 
paper publisher, and businessman. Shivers is a 
Democrat, a Mason, and a member of the Lion’s 
Club, American Legion, and Veterans of For- 
eign Wars. Foremost, however, he is a family 
man. He and his wife, the former Miss Mari- 
alice Shary of Mission, have four children, three 
boys and a girl. 

Allan Shivers’ statement made after the out- 
come of the recent national election seemed 
certain exemplified his unhalting drive to serve 
the people of Texas. He said, “I intend to re- 
main an independent Texas Democrat and will 
praise those things that are good and condemn 
those things that are harmful....” 


Our hats are off to the man in the Gover- 
nor’s mansion! 
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DOCTORS AND THE MILITARY 
PICTURE 


Do you know your military status? Have you 
learned what are your responsibilities under 
Public Law 779, the doctor-draft law? Are you 
under 51 years of age and registered with the 
Selective Service System? 


During the last two years, national, state, and 
local advisory committees to the Selective Serv- 
ice System, together with other groups affiliated 
with the Department of Defense, have carried 
on an extensive plan of educating the health 
professions as to the provisions of the doctor- 
draft law. Despite this fact, it has been pointed 
out recently by military authorities that many 
new physicians, recently graduated from med- 
ical school, have not registered with a local 
Selective Service board. The law requires that 
new graduates register within five days after 
receipt of a medical degree, if they are not 
members of a reserve component of the Armed 
Forces, or be subject to possible FBI investiga- 
tion and Department of Justice action. This is 
merely an example of the manner in which a 
physician may get himself into trouble unless 
he carefully studies the current rules and reg- 
ulations which apply to his military status. Pub- 
lic Law 779 has been in effect for slightly more 
than two years; yet, there are some doctors who 
hardly realize that the law exists. 


This is an excellent time for all members of 
the medical profession to become aware of the 
Situation as it applies to them. The current law 
expires June 30, 1953; and Department of De- 
fense officials are already studying problems 
and inequities connected with the present law, 
preparatory to asking for extension and amend- 
ment of the statute. 

The professional manpower shortage is ex- 
pected to continue until 1958, when enough 
nonveterans who are now deferred from the reg- 
ular draft to pursue medical training will be 
available to meet most military needs. Medical 
priorities 1 and 2 soon will be exhausted, and 
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future requirements of the Armed Services will 
have to be met from priorities 3 and 4. A 
large portion of priority 3 is comprised of 
older, established doctors with heavy family and 
community responsibility. These same physicians 
are mostly entitled to high ranks, which will 
create a surplus of senior-grade medical officers 
with few junior-grade doctors to serve under 
them. In addition, more young doctors are de- 
sirable for combat duty in Korea and elsewhere 
if the necessity arises. The age and experience 
level of priority 4 doctors makes many of them 
suitable for active military service, but the idea 
of drafting veterans is generally distasteful. Un- 
der the present law, all priority 3 available doc- 
tors must be called to duty before those in 
priority 4. If the law is amended, it is entirely 
probable that there will be provision for calling 
some priority 4 doctors who saw only a few 
months of service during World War II. 

To date no conclusions have been reached 
toward solving these problems, but the Depart- 
ment of Defense undoubtedly will decide on 
proposals in this regard to be made to the new 
Congress, which convenes in January. Even- 
tually state medical associations may be asked 
to pledge support for an extension and amend- 
ment of Public Law 779. The entire medical 
profession should become aware of the prob- 
lems involved, analyze the situation in advance, 
and crystallize opinions about them. Discussions 


of the problems are now appearing in many 
magazine and newspaper articles, and every doc- 
tor should find it easy to learn about this de- 
velopment in the military picture which may 
play a vital role in his plans for the future. 


DUES FOR 1953 ACCEPTED NOW 

Dues for membership in the Texas Medical 
Association for 1953, delinquent after January 
1, may be forwarded to the Executive Secretary 
now. As a matter of fact, it is hoped that a 
number of county society secretaries will bill 
the local membership now and forward the 
state dues early so that the clerical work in- 
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volved in receipting and sending out member- 
ship cards need not be concentrated in the first 
few weeks after New Yeat’s. 


Texas Medical Association dues ($50 reg- 
ular; $4 resident or intern, honorary, and in- 
active; $1 military) can be accepted only if 
sent by the secretary or president of the county 
medical society through which a physician holds 
membership in the state organization. The sec- 
retary should supply an alphabetical list of the 
members whose dues are covered in each check, 
together with their mailing address. The check 
should be made payable to “Texas Medical 
Association.” It is not necessary to wait until 
all members of a county society have paid dues 
before forwarding some to the state office. 


Dues for an honorary or inactive member 
can be accepted only after such membership 
status has been approved for the physician by 
the House of Delegates. Inasmuch as inactive 
membership is a new classification included in 
the By-Laws for the first time this year and no 
one as yet has been elected to this status, no 
dues for inactive members can be accepted until 
after the 1953 annual session. 


Dues for membership in the American Med- 
ical Association ($25) also should be forward- 
ed by the county society secretary to the Execu- 
tive Secretary of the state group, who in turn 
will forward the dues to Chicago. Again, a 
list of members covered in each check to pay 
A.M.A. dues should be enclosed. This check, 
drawn separately from any to pay state dues, 
should be made payable to “American Medical 
Association.” 

It should be remembered that unless a physi- 
cian’s dues for 1953 are in the hands of the 
Executive Secretary in Austin by January 1, he 
technically is not a member of the Texas Med- 
ical Association after that date and is not en- 
titled to the rights and privileges inherent in 
membership. Payment now will assure un- 
broken enjoyment of the benefits offered by 
the Texas Medical Association and by other or- 


ganizations—scientific, professional, or business 
—which base their service on membership of 
the recipient in his medical association. 


SERVICE STILL NOT PASSE 


The medical profession traditionally has pro- 
vided medical care for the sick regardless of 
their ability to pay. Sometimes only the physi- 
cian’s time and training is involved; sometimes 
he provides necessary diagnostic equipment, 
drugs, or even hospitalization. 

The attitude of doctors of medicine that all 
must receive care, whether or not they can pay, 
is apparent in the resolution adopted by the 
Texas Society of Pathologists in 1949 and re- 
affirmed this year, a resolution considered suf- 
ficiently important by the leaders of the society 
that it recently has been given space in the or- 
ganization’s paid announcements. The resolu- 
tion follows: 


Whereas, the practice of pathology, including the 
diagnosis of tissue and the diagnosis of exfoliated 
cells from smears, is the practice of medicine and has 
been so designated by the House of Delegates of the 
American Medical Association, and 

Whereas, pathologists have always served patients 
irrespective of their financial status, as do other physi- 
cians, 

BE IT RESOLVED: That the Texas Society of Pathol- 
ogists pledges its members to continue free tissue, 
cytologic diagnosis, and other pathologic services not 
of an epidemiological nature in the care of indigent 
patients for doctors of medicine and dentistry on the 
same basis as does the referring physician, and 

BE IT FURTHER RESOLVED: That the State Depart- 
ment of Public Health be notified of this action. 


It is reassuring in this day of complaint that 
doctors are more mercenary and cold-blooded 
than the “old-fashioned family doctor” to find 
members of the medical profession pledging 
themselves anew to do their part toward help- 
ing patients in distressed economic circum- 
stances find and keep good health. 


THANKSGIVING 1952 
A day of national significance will be ob- 
served throughout this country on November 
27. Thanksgiving Day should bring to mind 
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more than the pilgrims landing on Plymouth 
Rock and the story of the first Thanksgiving. 
On this occasion there should be a universal 
desire to show appreciation to the Giver of all 


good things for those intangibles which make 
life fuller. 


One has only to take stock of life to realize 
the abundance of gifts for which he can give 
thanks at this time. Among those are the privi- 
lege of living in a democracy under which he 
may choose his own profession, follow his con- 
science in selecting a religion as freely as he 
selects a political candidate, and live free of 
fear for his life and property. 

The year 1952 has been unusual in many 
ways. Although all of our problems have not 
been solved, still progress has been noted in 
many fields of endeavor. This year has wit- 
nessed an outstanding event in the national 
election. It was not outstanding because of the 
candidates who won but because of the wide- 
spread participation of the average citizen in 
exercising his right to govern and be governed. 
This right is not universally acknowledged nor 
enjoyed. 


ANALGESIA FOR SEVERE BURNS 


The use of nitrous oxide analgesia for surgical debride- 
ment and dressing in cases of severe burns is safer than 
ordinary anesthesia, Drs. Charles R. Allen and H. C. Slo- 
cum, Galveston, state in a recent issue of Anesthesiology. 
Nitrous oxide was satisfactory in all but 10 of 780 cases. 

Proper initial treatment of a patient depends on accurate 
differentiation of pain, fear, or cerebral anoxia. Intravenous 
administration of morphine can be used to reduce pain. 
Sufficient Nembutal for psychic sedation will calm fear. 
Humidified oxygen should be given to all extensively 
burned patients to help relieve cerebral anoxia. 

One or 2 liters of whole blood should be transfused dur- 
ing the first twelve hours, and as large amounts as can be 
tolerated of a modified Haldane’s solution consisting of 
3 Gm. of sodium chloride and 1.5 Gm. of sodium bicar- 
bonate per liter of distilled water should be given orally 
instead of water. The mouth, nasopharynx, and larynx 
should be examined and all foreign material removed; 
tracheotomy should be done to relieve any obstruction. 
Overtight bandages about the chest should be loosened and 
opiates or barbiturates withheld or lessened if breathing is 
impaired. 

Analgesia should be established before any painful pro- 
cedure is begun. The anesthetist should vary the gas mix- 
ture according to the patient’s response. If pain develops, 
nitrous oxide can be increased, and if cooperation fails, 
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As a child we are taught, “Never forget to 
say ‘thank you.’” To our business associates we 
may remember this rule, but often we forget 
thanks when it is most important. Usually our 
prayers of petition to God outnumber our pray- 
ers of thanksgiving. 


Thanksgiving Day may be observed in many 
ways. Some will experience the joy of having 
the family together; others will attend football 
games and social events; many will go to the 
church of their choice for thanksgiving services. 
However the occasion is observed, each person 
should pause during the day to meditate on his 
individual blessings and acknowledge these with 
appreciation to Him who is responsible. With 
political campaign disputes and differences be- 
hind us, Thanksgiving Day of 1952 is an op- 
portune time to sum up the year’s efforts, re- 
joice over. the progress which has been achieved, 
and dedicate ourselves anew to living lives more 


satisfying to ourselves and our families, more 
useful to the communities where we reside, and 


more devoted to realization of peace for all 
peoples of the world. 


more oxygen can be given. For grafting, enough cyclopro- 
pane for light surgical anesthesia can be added after the 
donor and recipient areas are prepared, but the analgesic 
phase is permitted to return gradually while grafts are placed 
and dressings are applied. 

The method described was best of several used in treat- 
ing 240 patients with second and third degree burns in- 
volving 1,400 procedures, Drs. Allen and Slocum report. 
Blood pressure, pulse rate, and respiration remained re- 
markably steady, and liquids amd meals could be given with 
little interruption to maintain a stable electrolyte balance. 


HABITUAL USE OF PAIN KILLERS HARMFUL 


A warning that habitual use of such drugs as Bromo- 
Seltzer and Dr. Miles Anti-Pain Pills may result in poison- 
ing because they contain acetanilid, a relatively toxic drug, 
was sounded in a recent issue of The Journal of the Ameri- 
can Medical Association. 


The article states that habitual users of these preparations 
may develop sulfhemoglobinemia in which the function of 
the red blood corpuscles is interrupted. No known treat- 
ment is beneficial in cases of sulfhemoglobinemia and a cure 
can be effected only by withdrawal of the preparation until 
the affected red blood corpuscles are replaced. Most persons 
suffering from this condition have abdominal pains, slate 
colored skin and a blue tint to their lips; they are groggy 
and weak and experience headaches. 





DIAGNOSIS AND TREATMENT OF HYPER- 
FUNCTIONING ENDOCRINE TUMORS 


MAVIS P. KELSEY," 


T Here is a high incidence of ma- 
lignancy among hyperfunctioning endocrine tumors. 
These tumors, by secretion of excessive or abnormal 
hormones, produce external evidence of their presence 
by fascinating and frequently challenging clinical pic- 
tures. Proper diagnosis of these tumors offers another 
means for early cure of malignancy which should be 
exploited by the practicing physician. 

The pineal and the thymus have not been proved 
to have hyperfunctioning tumors and will not be dis- 
cussed in this paper. 


ACIDOPHILIC ADENOMA OF 
PITUITARY 
Diagnosis——Only acidophilic adenomas of the pi- 
tuitary gland are known to hyperfunction. Basophil 
adenomas very likely have no clinical endocrinologic 
function and are seen only as changes coincident to or 


resultant from adrenal cortical overactivity.* 

Local growth effects of acidophilic adenomas are 
usually mild. They include (1) disturbances of visual 
fields; (2) hypothalamic signs such as somnolence 
and obesity, which are rate; (3) roentgenologic 
changes of ballooning sella; and (4) headaches, or 
uncommonly papilledema and hydrocephalus.® 

The easily recognized hormonal effects depend prin- 
cipally on excessive secretion of growth hormone, caus- 
ing gigantism before puberty and acromegaly after 
puberty. Mixed gigantism and acromegaly, formes 
frustes, and acromegaly followed by hypopituitarism 
are variants. Pituitary gigantism usually becomes ap- 
parent about puberty with symmetrical overgrowth. 
The epiphyses may remain open until the patient is 
30 years of age, producing abnormally long arms, 
legs, and trunk, and extremely large hands and feet. 
Familial gigantism, eunuchoid gigantism, and the 
transient precocious growth associated with adrenal 
cortical tumors, hyperthyroidism, and occasional in- 
tracranial tumors in children must be differentiat- 
ed.6.7, 9 

Acromegaly is a generalized tissue overgrowth pro- 
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ducing coarse features noted especially in the bony 
overgrowth of acral or distal parts, requiring larger 
gloves, shoes, and hats. There are larger lips, nose, 
ears, paranasal sinuses, and larynx with resultant heavy 
voice. There is also overgrowth of skin with thick 
folds, hypertrichosis, hyperpigmentation, and excessive 
sweating. Splanchnomegaly is marked with huge heart, 
liver, spleen, pancreas, thyroid, and gonads. Diabetes, 
increased metabolism, and menstrual disturbance are 
common. There is gain in weight and excessive 
strength and appetite. 

Treatment.— Roentgen-ray irradiation is the best 
therapy and often improves the headaches and visual 
defects as well as halts the hormonal changes includ- 
ing gigantism. Roentgen-ray therapy may cause sud- 
den increase in visual disturbance or sudden pituitary 
failure with secondary Addisonian crisis. When visual 
defects become progressive, surgical removal of the 
tumor is advisable. Treatment of secondary hypopi- 
tuitarism with end-organ replacement therapy includ- 
ing cortisone is often necessary. 


TOXIC NODULAR GOITER 


Diagnosis —Toxic diffuse goiter or Graves’s disease 
is the result of diffuse hyperplasia. It appears rather 
suddenly, usually in young adults, and is usually asso- 
ciated with exophthalmos. The hyperthyroidism of 
toxic nodular goiter is not associated with exophthal- 
mos. The hyperthyroidism usually appears insidiously, 
in older people, and goiter has been present for sev- 
eral years before hyperthyroidism appears. Solitary 
hyperfunctioning nodules cause atrophy of the re- 
mainder of the thyroid gland, which therefore cannot 
be palpated. Proof of diagnosis rests on finding hyper- 
plastic nodules in the excised goiter while the non- 
tumorous thyroid has atrophied as a result of suppres- 
sion by excess hormone from the hyperfunctioning 
nodules. Autoradiographic studies show these nodules 
to collect radioiodine excessively while uptake in the 
remaining gland is depressed.* 

Treatment—The treatment of choice for hyper- 
thyroidism of any type, whether it be from hyperfunc- 
tioning nodules or diffuse hyperplasia, is subtotal thy- 
roidectomy. After the patient has been prepared by 
iodination and in cases of severe hyperthyroidism 
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with antithyroid drugs, all nodules should be excised 
even at the risk of producing myxedema. If these 
drugs do not greatly reduce the surgical risk, radio- 
iodine should be used instead of surgery. 


PARATHYROID ADENOMA 


Diagnosis —Adenoma, adenocarcinoma, and diffuse 
hyperplasia of the parathyroid glands may produce 
the identical picture of primary hyperparathyroidism. 
Secondary hyperparathyroidism is a response to some 
condition outside the parathyroid glands such as se- 
vere chronic nephritis.” 

Symptoms related to the chemical changes in the 
blood and urine include polyuria and polydipsia as a 
result of hypercalcemia and hyperphosphatemia. Hy- 
percalcemia produces gastrointestinal symptoms of 
anorexia, nausea, vomiting, and abdominal pain and 
neuromuscular symptoms of fatigue, weakness, stupor, 
loss of muscle tone, and constipation. Only a few cases 
have been diagnosed by these symptoms. 

Symptoms resulting from depletion of calcium from 
the bones lead to about 25 per cent of the cases diag- 
nosed. Minimal bone disease causes vague pains and 
backache. More marked changes result in osteitis 
fibrosa cystica (Von Recklinghausen’s disease) with 
bone tenderness, pathologic fractures, decreased stat- 
ure, deformities, cysts, and tumors. These produce 
characteristic radiographic changes. In addition early 
radiographic findings are moderate rarefaction, par- 
ticularly of the skull or jaw with ground glass or 
miliary type osteoporosis. Loss of the lamina dura or 
bony cortex around the teeth has special value and 
dentists have thus sometimes suggested the proper 
diagnosis. 

The majority of cases are diagnosed by secondary 
involvement of the urinary tract. The typical picture 
is that of renal calculi with colic or obstruction and 
in prolonged cases infection, pyelonephritis, and ure- 
mia. Rarely fulminating “parathyroid poisoning” may 
exhibit nephrocalcinosis or calcification of renal sub- 
stance with renal failure. 

Proof of the diagnosis depends on the demonstra- 
tion of a combination of increased serum calcium 
above 10.5 or preferably 11 mg. per 100 cc. and re- 
duced serum inorganic phosphorus below 3 or prefer- 
ably 2.5 mg. per 100 cc. Repeated tests should be 
made. The patient should be given a standard low 
calcium diet for several days after which the urinary 
excretion of calcium should be measured. Normally 
the excretion should be less than 100 mg. daily 
whereas patients who have hyperparathyroidism usual- 
ly excrete more than 200 mg. of calcium daily. In- 
creased serum alkaline phosphatase is not helpful in 
diagnosis since it only indicates the presence of bone 
disease, not parathyroid disease. For ordinary exclu- 
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sion of the disease, a negative Sulkowitch test for 
excessive calcium in the urine is sufficient. 

Two other diseases which produce hypercalcemia 
are hypervitaminosis D and acute osteoporosis of dis- 
use. These are the most difficult to exclude, but all 
other cystic and demineralizing diseases of bone and 
secondary hyperparathyroidism must be considered in 
the differential diagnosis. 

Treatment.—The only treatment is surgical removal 
of the adenoma or occasional multiple adenomas or, 
in case of diffuse hyperplasia, of all but about 100 
mg. of the hyperplastic tissue. One must be careful 
before operation that the diagnosis is correct since the 
tumor may not be found in the neck and it may be 
necessary at a later date to split the sternum and look 
for the tumor in the mediastinum. Tetany may appear 
postoperatively requiring doses of dihydrotachysterol 
and calcium. Occasionally these tumors are malignant 
and metastasize beyond surgical reach. 


ISLET CELL TUMORS 


Diagnosis —Islet cell tumors of the pancreas cause 
clear-cut symptoms of severe insulin reactions occur- 
ring when the patient has been fasting or exercising. 
The reactions are extremely variable from patient to 
patient but always remain typical for a single patient. 
Symptoms arising from the autonomic nervous system 
include nausea, sweating, pallor, flushing, chilliness, 
and syncope; from the central nervous system come 
restlessness, muscle spasms, convulsions, psychic dis- 
turbances, apprehension, confusion, mania, and coma. 
Abdominal pain and shock are seen. Attacks frequent- 
ly come before breakfast. Patients soon learn that 
sugar brings relief to them, and they may carry it at 
all times and become obese from overeating. 

The diagnosis depends on a fast of forty-eight to 
seventy-two hours which patients with islet cell tumor 
are glad to undergo in their efforts to obtain relief 
but which the neurotics or patients with so-called 
functional hypoglycemia are reluctant to undergo. 
During the fast practically all patients with islet cell 
tumors will present a triad of changes. First, a typical 
attack will occur. Second, the blood sugar level will 
drop to 40 mg. per 100 cc. or lower, usually below 30 
mg. Third, giving sugar by mouth or vein will bring 
the patient back to normal. The glucose and insulin 
tolerance tests depend on the functional state of the 
tumor at the time of the test and therefore are too 
unpredictable for practical diagnostic use.*: ® 

Patients with so-called functional hypoglycemia will 
have no severe hypoglycemia during the test. Hypopi- 
tuitarism, Addison's disease, surreptitious self-admin- 
istration of insulin, and extremely severe liver disease 
may sometimes present severe hypoglycemia. Epilepsy 
and hysteria also must be excluded. 

Treatment.—Surgery should be done promptly to 
prevent mental deterioration from hypoglycemia. The 
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diagnosis should be well proved before surgery since 
the tumor may be small and difficult to find. Tumors 
are occasionally multiple or located outside the pan- 
creas and may be malignant with distant metastases. 
Diffuse hyperplasia of islet cells as a cause of hyper- 
insulinism is rare if it ever occurs. If extensive mobili- 
zation of the pancreas fails to demonstrate a tumor, 
the body and tail of the pancreas should be removed 
in hope the tumor will be found there. Total pan- 
createctomy may be necessary later in order to remove 
the tumor. Glucose should be given during surgery. 
Diabetes may occur postoperatively and require treat- 
ment. 


PHEOCHROMOCYTOMA 


Diagnosis —Hyperfunctioning tumors of the adre- 
nal medulla cause paroxysms of hypertension or sus- 
tained hypertension. Paroxysms occur from once a 
month to several times daily, lasting from a few 
minutes to hours. Usually there is epigastric constric- 
tion, apprehension, weakness, palpitation, pounding 
headache, vomiting, dyspnea, sweating, and pallor. 
Shock, hyperpyrexia, pulmonary edema, or cerebral 
hemorrhage may occur. Systolic blood pressure may 
reach 300 mm. of mercury or more, the diastolic pres- 
sure usually not rising concomitantly. Glycosuria or 
high basal metabolic rate may occur and confuse the 
diagnosis. Attacks may be produced by exercise (par- 
ticularly bending over), hunger, or anesthesia and in 
response to pain. 

With sustained hypertension there may be no symp- 
toms of anxiety, headache, palpitation, profuse sweat- 
ing, and hyperpnea. Tumors of long standing may 
present the typical picture of severe or malignant hy- 
pertension.® ® 

One-third of the tumors are palpable. Planograms 
and pyelograms taken simultaneously for localizing 
an adrenal mass and downward displacement of the 
kidney are helpful. Planograms after air insufflation 
of perirenal tissue is useful in experienced hands but 
may be dangerous. 

The diagnosis is often difficult and rests on both 
the clinical picture and several pharmacologic tests. 
There are two types of these tests. One is designed to 
stimulate the discharge of pressor compounds from 
the tumor while the blood pressure is normal and thus 
reproduce an attack. This includes injections of his- 
tamine, Etamon Chloride, or Mecholyl Chloride. The 
second type is designed to lower the blood pres- 
sure of patients with sustained hypertension by inhibi- 
tion of pressor compounds. This includes injections 
of Benzodioxane, Dibenamine or Regitine (table 1). 
Since each of these tests has given false negative and 
false positive results several different tests should be 
done on any patient strongly suspected of having a 





pheochromocytoma. No sedatives should be given for 
twenty-four hours before the tests. ° 


Treatment.—Attacks may be controlled by Benzo- 
dioxane, Dibenamine, or Regitine until surgery is per- 
formed. At surgery one of these drugs should be given 
to prevent a severe or fatal attack. If the tumor has 
been located in one adrenal gland, any routine sur- 
gical approach is satisfactory. If the tumor is not lo- 


TABLE 1.—Chemical Tests Showing the Response of Blood Pressure 
in the Presence of Pheochromocytoma and of Essential Hypertension. 


-———Pheochromocytoma: 





Blood Pressure Hypertension Essential 
Test Normal Sustained Hypertension 

Histamine, Brief drop; No change Brief drop; re- 
0.025 mg. marked rise turn; occasional 
intravenously in 1-3 min.; delayed eleva- 

return in 5 tion 
min. 

Etamon, Marked rise for No elevation Drop for 15 min.; 
100-400 mg. 15 min.; pos- postural hypo- 
intravenously tural drop tension 

Mecholyl, 25 Brief drop; Not reported Drop; return in 
mg. subcu- marked rise in 15 min. 
taneously 2 min.; return 

in 15 min. 

Benzodioxane, No change or Marked fallin Elevation or no 
10 mg. per elevation few sec. to 4 change 
sq. M, min.; return 
intravenously in 15 min. 

Dibenamine,7 No change or Definite drop Elevation or no 
mg. per kg. of elevation for 1 to 2 hr. change 
body weight 
intravenously 
slowly in 1 hr. 

Regitine No change Marked drop for Slight drop or no 

2-4 hr. then change 


returns 





calized (and it may be in either adrenal or occasion- 
ally multiple, or outside the adrenals along the aorta, 
or malignant with metastases), a transabdominal or a 
bilateral transthoracic approach probably is best. 


ADRENAL CORTICAL TUMORS 


The following clinical pictures may result from 
adrenal cortical tumors: * 

1. Cushing’s syndrome, predominantly: the result 
of excessive secretion of steroids influencing the me- 
tabolism of carbohydrate and protein (cortisone). 

2. Adrenogenital syndrome, the result of excessive 
androgenic hormones, characterized by homologous 
sexual precocity or macrogenitosomia precox in boys, 
heterologous precocity in girls, masculinization in 
women, and excessive virilization or no sexual change 
in men. 

3. Feminizing syndrome, the result of excessive 
estrogenic hormones causing feminization of men or 
precocious homologous sexual development in girls. 

4. Mixed clinical pictures with feature of 1, 2, and 
occasionally 3. 

5. Singular isolated endocrine symptoms. 

6. Local pressure effects from tumors or metastases 
with or without endocrine effects. 
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Cushing’s Syndrome.—Cushing’s syndrome may re- 
sult from hyperfunctioning tumor or from hyperfunc- 
tioning adrenal glands without tumor, generally re- 
ferred to as adrenal hyperplasia although actual hyper- 
plasia is sometimes not demonstrable. Differentiation 
of the two is important, since the treatments are dif- 
ferent. With tumor there is almost always increase in 
the daily urinary excretion of 17-ketosteroids, some- 
times to high levels and frequently above 50 mg., 
while with hyperplasia the excretion is normal or ele- 
vated, but rarely above 50 mg. Generally the beta 
fraction of the 17-ketosteroids is elevated above 20 
per cent for tumor and not increased for hyperplasia. 
In hyperplasia there is a much higher incidence of 
electrolytic disturbance, this not being seen often in 
tumors. In children, Cushing’s syndrome is invariably 
the result of tumor. Radiographic methods to locate 
adrenal tumors should be utilized. Frequently the only 
way to differentiate the two is by surgical exploration 
of the adrenals. 

Adrenogenital Syndrome.— Congenital female 
pseudohermaphroiditism and congenital macrogenito- 
somia in boys are invariably caused by adrenal hyper- 
plasia and have a familial tendency. All other instances 
of adrenogenital syndrome at any age are caused by 
adrenal cortical tumors. True female pseudohermaph- 
roditism is characterized by congenital heterosexual 
precocity and a urogenital sinus which can be dem- 
onstrated by cystoscopy and radiography with radi- 
opaque oil. This condition is alleviated by prolonged 
administration of cortisone.* 

Adrenal tumors causing postnatal virilization in 
girls or macrogenitosomia in boys soon after birth 
may be difficult to differentiate from congenital hy- 
perplasia. Virilization by adrenal tumor in girls usual- 
ly can be diagnosed by the fact that embryonic ab- 
normalities of sex differentiation, including the uro- 
genital sinus, are not present but there is normal vul- 
var configuration with separate urethra and vagina. 
There is no familial tendency for tumor. Very rapid 
progress of virilization favors tumor. Some features 
of Cushing's syndrome such as obesity, florid face, or 
hypertension usually are seen as added features in pa- 
tients with tumor. In boys macrogenitosomia from 
congenital adrenal hyperplasia is often associated with 
Addisonian adrenal insufficiency, the result of absence 
of corticosteroids, that part of the adrenal gland from 
which they arise being overgrown by the androgenic 
zone. 

In male sexual precocity caused by hypothalamic 
lesions the testicles are well developed and may pro- 
duce sperm whereas in adrenal hyperfunction the 
testes are usually atrophic and produce no sperm. In- 
terstitial testicular tumors may cause precocity. Con- 
stitutional percocity, especially in girls, is the most 
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common form of this disturbance and is associated 
with normal excretion of 17-ketosteroids. Virilization 
in girls rarely may be caused by masculinovoblastoma. 
The adrenogenital syndrome in women is caused 
by adrenal tumor and must be differentiated from 
ovarian tumors causing masculinization and from con- 
stitutional masculine tendencies. In men the adreno- 
genital syndrome may cause excess virilization or may 
not cause any genital change if maximum masculinity 
has developed before the tumor appears. In both men 
and women some features of Cushing’s syndrome 
usually ate added to the adrenogenital features. 


Feminizing Syndrome.—Men and boys rarely have 
adrenal tumors, but some of these produce large quan- 
tities of estrogens and cause varying degrees of fem- 
inization, including gynecomastia, loss of libido, loss 
of beard, decrease in size of genitalia, and female 
habitus. 


Mixed Clinical Pictures——The most common mix- 
ture of clinical features are the varying degrees of 
concomitant adrenogenital syndrome and Cushing's 
syndrome. Actually these two syndromes are seldom 
seen in pure form. Adrenal tumors have rarely been 
seen in girls to produce precocious breast develop- 
ment and vaginal bleeding with simultaneous mascu- 
linizing changes. 

Singular Endocrine Manifestations—Adrenal cor- 
tical tumors have been seen to produce as singular 
manifestations diabetes mellitus, hirsuitism in women, 
hypertension, or amenorrhea. In these the tumor usual- 
ly is diagnosed as a result of local pressure effects. 


Local Effects With or Without Endocrine Changes. 
—Some adrenal tumors may attain a weight of 2,500 
Gm., displace or invade adjacent structures including 
the inferior vena cava, liver, and stomach; cause a 
palpable mass in one upper abdominal quadrant; or 
produce distant metastases. 


Treatment.—The adrenal tumor should be removed 
promptly as it may be highly malignant. Most sur- 
geons prefer a lumbar or transthoracic approach to the 
tumor. When the ovaries should be examined, a trans- 
abdominal approach may be better. The patient should 
be given cortisone, desoxycorticosterone, and saline so- 
lutions to avoid postoperative adrenal failure. 


OVARIAN TUMORS 


Dysgerminoma.—Usually found in young women, 
dysgerminoma often is associated with excessive ex- 
cretion of gonadotrophic hormones, producing a 
positive Aschheim-Zondek test but no anatomic en- 
docrine change. It is often bilateral and highly ma- 
lignant so radical surgery is indicated.*: 7° 


Granulosa Cell Tumor—In young girls granulosa 
cell tumors produce homologous precocity with pre- 
mature vaginal bleeding, breast development, and gen- 
ital hair growth. Ovulation does not occur as it does 
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in constitutional precocity. When the tumor occurs 
during menstrual life, menstruation may be normal, 
irregular, or absent for months as a result of the 
strong estrogenic effect on the endometrium. Past the 
menopause these tumors cause enlarged uterus and 
anovulatory bleeding. Simple removal of the tumor, 
when benign, causes prompt relief of symptoms. Rad- 
ical surgery is indicated for the tumors which are ma- 
lignant and in older women in whom there is a high 
incidence of associated endometrial carcinoma. 


Thecomas——Thecomas are estrogen-producing tu- 
mors occurring in menopausal and postmenopausal 
life. Sometimes malignant or associated with endome- 
trial carcinoma, they require radical surgery. 


Arrhenoblastoma.—Arrhenoblastomas occur in ma- 
ture women to cause virilizing features of amenorrhea, 
retrogression of the breasts, male habitus, increased 
libido, excess hair growth, large clitoris, and slightly 
increased excretion of 17-ketosteroids. The tumor may 
be palpable, but surgical exploration may be necessary 
to establish the diagnosis. Occasionally malignant, 
these tumors usually call for radical surgery, but oc- 
casionally during childbearing age oophrectomy may 
be sufficient after which the virilization regresses and 
the patient may bear children. 


Adrenal Cortical - Like Tumors (Masculinovoblas- 
toma).—Masculinovoblastomas may be considered to 
be the same as adrenal cortical tumors. They arise 
from adrenal rests in the ovary and may produce 
Cushing's syndrome, adrenogenital syndrome, or com- 
binations of the two. Usually occurring in mature 
women, they rarely cause virilization in girls. An 
ovarian mass may be found but tumors are usually 


benign. Surgical removal produces return to normal 
endocrine status. 


Ovarian Teratoma.—Chorionepithelioma of the 
ovary may produce homologous precocity and rapid 
fatality in girls. Huge excretion of gonadotropins is 
observed. Ovarian struma or large amounts of thyroid 
tissue in dermoid cysts is said sometimes to produce 
enough thyroxine to cause hyperthyroidism. High up- 
take of radioiodine by the tumor should confirm the 
diagnosis. Surgical removal should be attempted for 
these tumors. 


TESTICULAR TUMORS 


Teratoma—tThe origin of many testicular tumors 
has not been determined, but among tumors called 
seminoma, dysgerminoma, mixed epithelioma, tera- 
toma, and chorionepithelioma, some secrete chorionic 
or follicle stimulating hormones or estrogens.® 7° 
About the only anatomic change seen is occasional 
gynecomastia. Treatment is prompt surgical removal 


of these malignant tumors followed by radiation ther- 
apy to the abdominal lymph node bearing area. 


Leydig’s Cell Tumors —Leydig’s cell tumors arise 
from the interstitial cells, and cause increased excre- 
tion of 17-ketosteroids and precocious puberty in boys, 
but no spermatogenesis. Rarely gynecomastia is seen. 


Surgical removal causes regression of the abnormal- 
ities. 


Adrenal Cortical-Like Tumors—As in the ovary 
some tumors arise from adrenal rests and cause the 
same effects as adrenal cortical tumors, including evi- 
dence of Cushing’s syndrome and feminizing effects. 
They should be removed promptly. 
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ABSTRACT OF DISCUSSION 


Dr. LAWRENCE C. CAMERON, Dallas: Dr. Kelsey has 
covered thoroughly a large field. Because of the large num- 
ber of subjects discussed, I will make comments on only a 
few. 

The diagnosis of many of these hyperfunctioning endo- 
crine tumors presents a difficult challenge to the clinician. 
In many, the clinical findings are misleading and do not fall 
into the usually expected pattern. It is often necessary to 
exhaust all the available diagnostic methods to arrive at a 
proper diagnosis. Once this is accomplished, treatment is 
usually simple. 

It is not yet possible definitely to define the best treatment 
for hyperthyroidism. At present it would appear that surgery 
has no advantage over radioactive iodine. The only disad- 
vantage of radioiodine is the occasional occurrence of myxe- 
dema. The use of radioiodine is not attended with the dan- 
gers and discomforts of surgery, and with no injury to the 
recurrent laryngeal nerves and parathyroid glands. The 
technique is simple and large goiters may often be eliminat- 
ed. It is the treatment of choice in toxic recurrences after 
surgery and in the presence of poor surgical risks. 

In the diagnosis of islet cell tumors of the pancreas with 
resulting hyperinsulinism, the value of the glucose tolerance 
curve has been discredited because of the variety of curves 
obtained in any one patient. This objection may be overcome 
by conducting the test under standard conditions. The test is 
then of confirmatory value in the differential diagnosis of 
hyperinsulinism. It is well known that diets low in carbo- 
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hydrate depress, whereas, diets liberal or high in carbohy- 
drate increase carbohydrate tolerance. The features requisite 
to make tolerance curves of greater diagnostic value are the 
avoidance of under nutrition, and the ingestion of 250 Gm. 
of carbohydrate daily for three days before the test is run. 
The results of the test under these conditions reveal in hyper- 
insulinism, a subnormal fasting level, usually below 60 mg. 
per 100 cc. of blood. The maximum rise is seldom over 120 
mg. per 100 cc. of blood. Values from the second hour 
through the six hour test are subnormal. 


Publications in the last decade have placed more and 
proper emphasis on the fact that in more than two-thirds of 
patients with pheochromocytomas, the hypertension is per- 
sistent rather than intermittent, and they may be free from 
sudden changes in blood pressure. Tumors of long standing 
may present a typical picture of malignant hypertension. | 
wish to emphasize the importance of a careful check of such 
patients for the presence of a pheochromocytoma. 

The diagnosis of an adrenal cortical tumor in the female 
presents a variety of problems. The 17-ketosteroids de- 
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termination is of diagnostic value, as they are usually ele- 
vated. Kinsell and Lisser recently have reported a case with 
a large adrenal cortical tumor in which the only masculiniz- 
ing symptom was marked hirsutism. In their case the 17- 
ketosteroids were markedly increased. 

In the diagnosis of masculinizing tumors of the ovary the 
17-ketosteroids are of less value. There may or may not be 
an increase in the 17-ketosteroids, but it is an aid in the dif- 
ferential diagnosis between ovarian and adrenal origin. I 
wish to emphasize the necessity of regarding every female 
with excessive hirsutism as possibly having an adrenal cor- 
tical or ovarian tumor until proved otherwise. 

Recently I had a patient with a Leydig’s cell tumor of the 
ovary. Her masculinization was extreme with almost com- 
plete baldness. There was a generalized hirsutism and a 
heavy beard that required shaving twice daily to remove a 
“5S o'clock shadow.” The 17-ketosteroid level was only slight- 
ly elevated. After removal of the tumor, the patient is grow- 
ing a healthy head of hair and masculinization is being re- 
versed. The beard has been completely removed by electrol- 
ysis. Shaving is not necessary, and all excess hair over the 
body has dropped off. The only medication used has been 
2.5 mg. of Premarin given daily in cyclic courses. 


Diseases of the Parathyroid Glands 


LLOYD GREGORY, JR.,* 


RAYMOND L. GREGORY, M.D., Galveston, 


Or interest to all physicians is the 
endocrine control of mineral metabolism. The para- 
thyroid glands are among the most important physi- 
ologic regulators of serum calcium concentration. Ab- 
normal conditions or diseases alter parathyroid hor- 
mone regulation of the diffusible (ionized) calcium 


level, and hypoparathyroidism or hyperparathyroid- 
ism results. 


HYPOPARATHYROIDISM 


Parathyroid tetany occurs in three forms. The post- 
operative type usually follows thyroidectomy. It is 
probably due to temporary suppression of parathy- 
roid function resulting from trauma, edema, or hem- 
orrhage with interference of the blood supply. Mani- 
festations of latent or manifest tetany usually appear 
within a few hours or days after surgery. In most in- 
stances the tetany is self-limited and ceases after sev- 
eral days or weeks. The hypoparathyroid state may be 
permanent. 


Idiopathic hypoparathyroidism is a rare condition. 
Although the cause is unknown, it has been specu- 
lated that inflammation, hemorrhage, and spontane- 
ous atrophy of the glands are factors. It is practically 
always chronic in nature and presents essentially the 
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same clinical and metabolic features as are seen in the 
postoperative variety of the disease. 


Pseudohypoparathyroidism described by Albright! 
presents the same symptomatology, physical signs, 
and laboratory findings of primary hypoparathyroid- 
ism. The cause of the disturbance is not a lack of 
parathyroid hormone bit an inability of the tissues 
of the body to respond to it. This syndrome has also 
certain developmental anomalies which differentiate 
it from true hypoparathyroidism. These patients’ faces 
are unusually round and their habitus thick and short. 
Perhaps the most striking feature is the tendency to 
brachydactylia, particularly of the metacarpal bones, 
due to early epiphyseal closure. 


Symptomatology 


The most striking feature of hypoparathyroidism 
is neuromuscular irritability due to hypocalcemia, 
which may lead to manifest tetany, including carpo- 
pedal spasm, laryngospasm, and convulsions. These 
may be preceded or accompanied by paresthesias and 
numbness of the face and extremities, with intense 
pain caused by muscle cramps. 


Hyperexcitability of sensory nerves may be present. 
It can be demonstrated by excessive sensitivity of 
peripheral nerves to faradic and galvanic current 
(Hoffman’s phenomenon). A wide variety of in- 
creased sensitivity of cranial and peripheral nerves to 
faradic currents has been shown. Excessive excitabil- 
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ity of the motor nerves to mechanical stimulation can 
be shown by the classical Chvostek’s, Erb’s, and Trous- 
seau’s signs. Among the more unusual signs which 
have been described is dimpling of the tongue by 
tapping it. Plantar flexion of the foot and spasm of 
the extensor muscles of the knee may be produced 
by grasping the ankle and forcibly flexing the thigh 
at the hip joint, producing tension of the sciatic 
nerve. Dorsal flexion and abduction of the foot may 
be produced by tapping the peroneal nerve on the 
lateral surface of the fibula just below its head. 

In characteristic carpal spasm, the extended thumb 
is drawn into the palm; the fingers extended at the 
distal joints are flexed at the metacarpophalangeal 
joints. The wrist is flexed and the hand is drawn to 
the ulnar side. In pedal spasm, the feet are bent 
downward, often in the position of equinovarus. Fa- 
cial spasm may produce stiffness and rigidity with a 
fixed expression, the corrers of the mouth being 
drawn downward. There may be rigidity of the en- 
tire body, especially of the neck and back; strabismus, 
nystagmus, and inequality of the pupils; and diffi- 
culty in speech and swallowing. 

Laryngospasm varies in severity and frequency and 
may be accompanied by dyspnea, cyanosis, coma, and 
respiratory failure, which rarely causes death. Bron- 
chiolar spasm may produce attacks simulating asthma, 
which respond well to calcium but not to epinephrine. 

Sudden cardiac death, possibly vagal in origin, may 
occur. In parathyroid tetany, palpitation, tachycardia, 
and cardiac irregularities occur. The Q-T interval is 
prolonged, 

Convulsions are usually generalized but sometimes 
limited to one side of the body or to a single muscle 
group. Epilepsy is often incorrectly diagnosed, as in 
one of our patients who was treated with Dilantin for 
six years. Loss of consciousness is rare. 

Irritability, apprehension, disorientation, moodi- 
ness, loss of memory, hallucinations, and confusion 
may occur and be misinterpreted as one of the more 
common functional psychoses. These phenomena are 
usually of brief duration. Since they occur most fre- 
quently in tetany following thyroidectomy, they may 
be dependent in part upon hypothyroidism. One of 
our patients was diagnosed as having “hysteria.” In- 
creased intracranial pressure with bilateral choked 
disks is another uncommon finding. When it is asso- 
ciated with convulsions, a mistaken diagnosis of brain 
tumor may be made. Bilateral symmetrical punctate 
calcifications of the basal ganglia may be seen by 
roentgen ray, and parkinsonism may result. 

In some mild and chronic cases of hypoparathy- 
roidism, ectodermal trophic changes of the hair, skin, 
nails, teeth, and crystalline lens of the eye develop. 
The hair is coarse and may be lost in patches on the 









head with almost complete loss in the axillary and 
pubic regions. The eyelashes and eyebrows are scanty. 
The finger nails and toenails atrophy, somewhat sug- 
gestive of that due to phytosis or moniliasis of the 
nails. These changes are believed to be due to spasm 
of the vessels of the nail beds. Defects appear in the 
dentin and enamel of the teeth causing small pits and 
horizontal grooves. 


Diagnosis 


Chemical and metabolic signs in hypoparathyroid 
tetany are (1) hypocalcemia due principally to a de- 
crease in the ionized fraction of the serum calcium, 
(2) hyperphosphatemia, (3) normal or low serum 
alkaline phosphatase, (4) decreased urinary excre- 
tion of calcium and phosphorus, (5) normal acid- 
base balance, and (6) no significant skeletal abnor- 
malities. 

The symptoms of hypoparathyroidism roughly par- 
allel the degree of hypocalcemia, usually 7 or 8 mg. 
of calcium per 100 cc. of serum in latent tetany, and 
4 to 6 mg. per 100 cc. in manifest tetany. This paral- 
lelism is not always constant. Latent tetany may be 
present at low serum calcium levels of 6 to 7 mg. per 
100 cc. while manifest tetany may occur at concen- 
trations as high as 8 mg. per 100 cc. 


Differential Diagnosis 


Hypoparathyroidism needs to be differentiated from 
other forms of tetany. There are two principal causes 
of tetany—hypocalcemia and alkalosis. 

The most common cause of tetany due to alkalosis 
is hyperventilation. The most significant change in 
the serum is a lowering of the carbon dioxide content 
of the blood. Alkalosis may be caused also by inges- 
tion of large amounts of alkali or excessive loss of 
gastric contents as in prolonged vomiting or gastric 
suction. Hypocalcemia may be caused by rickets, os- 
teomalacia, and the various conditions causing steator- 
rhea such as sprue, celiac or pancteatic disease. In 
uremia phosphorus retention results in hypocalcemia, 
and the associated acidosis usually inhibits tetany. In 
rickets and osteomalacia a low level of serum calcium 
occurs with a low or normal level of serum phos- 
phorus. The serum alkaline phosphatase level, which 
is normal or low in hypoparathyroidism, is high in 
both rickets and osteomalacia. 

Table 1 demonstrates how the various types of 
tetny may be differentiated by biochemical means.° 


Treatment 


Treatment of hypoparathyroidism is accomplished 
with the following agents and measures: 

Parathyroid Hormone.—In practice parathyroid 
hormone is of little value because when given sub- 
cutaneously or intramuscularly, it does not act quickly 
enough to be effective in acute hypocalcemic emer- 
gencies. It is of limited value in chronic cases because 
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its use quickly results in the need of ever increasing 
amounts of the hormone for effective control. This 
need for increased doses is attributed to development 
of immune substances or antihormone. The parathy- 
roid hormone acts primarily on promoting phos- 
phorus excretion by the kidney. All effects on serum 
calcium are secondary to this action. 

Calcium.—The intravenous administration of cal- 
cium gluconate or chloride is essential for the control 
of the acute convulsive manifestations of this disease. 
Calcium gluconate, iactate, or chloride orally are im- 
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Thyroid Extract—There is commonly associated 
a hypothyroidism incident to thyroidectomy. The pos- 
sible need for thyroid administration must be eval- 
uated in each patient. 

Table 2 demonstrates the degree of therapeutic ac- 
tion in the various agents. 


Case Reports 


CASE 1.—E. J., a 64 year old housewife, was admitted on 
January 12, 1950, to John Sealy Hospital with the com- 
plaint of drawing up of the hands, arms, and legs fre- 
quently for five years. In an attack, her legs would be hy- 
perextended, her hands locked into a fist, her arms drawn 


up and flexed against the body. She complained of vague 
tingling sensations and paresthesias of the entire body, in- 
cluding her tongue. There was no loss of 
consciousness and no aura, nor any incon- 
tinence. Interference with breathing caused 
her to scream. Demerol given intramuscu- 
larly relieved the attacks. 

A thyroidectomy was done on the pa- 
tient in 1945, and her present illness began 
soon thereafter. A neuropsychiatrist had ad- 
ministered ten electroshock treatments with- 
out benefit. She had been unable to have 
continuing medical attention because of re- 


portant adjuvants to the management of the chronic 


TABLE 1.—Biochemical Manifestations of Various Types of Tetany. 
Condition Causing Blood Blood Blood 
Tetany Calcium Phosphorus pH 
Hypopara- Low High Normal 

thyroidism 
Rickets 


Urine 
Calcium 


Low 


Fecal 
Calcium 


Normal 
Low or normal Usually low; can be 
high or normal 

Usually low; can 
be normal 
Usually low; can 
be normal 
Normal 
High 


Normal Low High 


Osteomalacia Low 


Normal Low High 


Steatorrhea Low Normal Low High 


Alkalosis 
Uremia 


Normal 
Low 


High 
Low 


Normal Normal 
Low 


case. Oral calcium chloride is an acid-salt which in- 
creases the serum calcium content and produces also 
a slight acidosis with bone resorption. 

Two cases have been reported* in which death en- 


sued, apparently from cardiac standstill in patients re- 
ceiving digitalis, when calcium was administered in- 
travenously. 


Irradiated ergosterols—The most valuable mem- 
bers of the ergosterol group are dihydrotachysterol 
(A. T. 10), vitamin D, and calciferol. These sub- 
stances are extremely potcnt and are not to be used 
without due regard for their toxic effect. These agents 
are effective in increasing serum calcium, by increas- 
ing calcium absorption from the gut and phosphorus 
excretion from the kidney. The dosage must be in- 
dividualized and varies from 100,000 to 200,000 
units daily, to these same amounts weekly. 

They should not be used without daily estimations 
of calcium excretion in the urine by the Sulkowitch 
reagent. In cases of impaired renal function, further 
control of serum calcium levels should be accom- 
plished at frequent intervals. 

Dietary Control—Foods should be high in calcium 
and low in phosphorus content. Milk is contraindi- 
cated because of its high phosphorus content, despite 
its high calcium content. Because of this dietary fact, 
some prefer to depend on a diet low in both calcium 
and phosphorus. Further phosphorus restriction may 
be accomplished by use of aluminum hydroxide, 
which results in the precipitation of aluminum phos- 
phate in the bowel and interferes with absorption 
from the gastrointestinal tract. 
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High peated diagnoses of some type of psychiatric 
disorder, usually hysteria. 

Physical examination was normal except for a question- 
ably positive Trousseau’s sign. Chvostek’s sign was negative. 
The admitting impressions included Demerol addiction, 
other types of psychoneuroses, and hypoparathyroidism. 

On the day following admission the patient had a convul- 
sive attack which was terminated with intravenous calcium 
gluconate. The blood glucose measured 101 mg. per 100 
cc., serum calcium 4.5 mg., phosphorus 5.13 mg., and the 
serum alkaline phosphatase 5.29 Bodansky units. The re- 
mainder of the laboratory results were normal, except for a 
prolonged Q-T interval on the electrocardiogram. 

The patient was started on a general diet, with 10 Gm. 
of oral calcium gluconate daily. Dihydrotachysterol (A. T. 
10) 0.5 cc. three times daily was instituted, and was in- 
creased to 0.5 cc. four times daily. She was dismissed erro- 


TABLE 2.—Degree of Therapeutic Action of Various Agents. 


Calcium Absorption 
from Intestine 


++FF 
a+ 
+++ 
+ 





Urinary Phosphorus 
Excretion 


a 


Dihydrotachysterol +++ 


Calciferol fe he 
Parathyroid hormone. . +++4++4 


Action measured from least (+) to most (++++). 


neously on dihydrotachysterol 1 cc. three times daily. She was 
also taking 15 Gm. of calcium gluconate daily and testing 
her urine daily with Sulkowitch reagent for excessive cal- 
cium excretion. 

The patient was hospitalized twelve days later in a stupor- 
ous state. Nonprotein nitrogen varied between 54 and 102 
mg. per 100 cc. of blood. The serum calcium was 14.5 mg. 
per 100 cc. and phosphorus 3.8 mg. per 100 cc. A profound 
conjunctivitis was present. 

The uremia was thought to be secondary to the hyper- 
calcemia. Serum sodium was 324 mg. per 100 cc., potas- 
sium 15.8 mg. per 100 cc., carbon dioxide combining power 
59.7 volumes per cent, and chlorides 272 mg. per 100 cc. 
All medications were discontinued. Approximately two weeks 
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later, serum calcium was 6.4 mg. per 100 cc. and the uri- 
nalysis and nonprotein nitrozen level were normal. Calci- 
ferol was then given by injection. Upon dismissal of the 
patient six weeks later, the serum calcium was 9.9 mg. per 
100 cc., and total serum proteins were normal. 

She was dismissed with directions to take calciferol orally, 
50,000 units five times weekly, and 15 Gm. of calcium 
gluconate daily, and has been doing nicely since. There has 
been no recurrence of tetany, weakness, or urinary symp- 
toms. 


Comment: This patient exemplifies the classical 
postoperative type of hypoparathyroidism. She is of 
particular interest in view of the fact that her diag- 
nosis was confused for five years with some type of 
psychiatric disorder. 


CASE 2.—T. S., a 56 year old white man, was admitted 
to John Sealy Hospital with a history of nervousness of fif- 
teen years’ duration and with insomnia, tremulousness, and 
generalized weakness of ten years’ duration. All of these 
signs and symptoms had increased six years prior to admis- 
sion, when he was forced to quit work because of general- 
ized convulsions lasting twenty minutes. There was no aura, 
incontinence, nor loss of consciousness. He had been taking 
Dilantin for six years. For two years he complained of con- 
siderable coldness of his hands and feet, but no true par- 
esthesias. He also complained of poor vision and nocturia. 

A physical examination was essentially normal except for 
bilateral cataracts and spasticity of all muscle groups. Trous- 
seau’s sign was markedly positive. Blood calcium was 4.6 
mg. per 100 cc. and phosphorus 5.65 mg. per 100 cc. with 
serum alkaline phosphatase being 2.75 Bodansky units. 
Cholesterol was 435 mg. per 100 cc. of blood, and the basal 
metabolic rate was plus 7 per cent. Electrocardiographic 
studies showed a prolonged Q-T interval of 0.46 second. An 
electroencephalogram was abnormal and considered con- 
sistent with a convulsive disorder without localization. All 
urinary function tests were normal. 

The patient had one generalized convulsion in the hos- 
pital which responded to intravenous calcium gluconate. 
Then he was placed upon parathyroid hormone, 300 units 
daily intramuscularly. In ten’ days his serum calcium was 
increased to 10 mg. per 100 ‘cc. and phosphorus to 3.5 mg. 
per 100 cc. He was then placed on dihydrotachysterol (A. T. 
10), 3 cc. orally per day, and 12 Gm. of calcium gluconate 
daily with considerable relief in his muscular spasm. Upon 
dismissal, he was completely asymptomatic. The serum cal- 
cium was 8.0 mg. per 100 cc. and phosphorus 5.5 mg. per 
100 cc. 

Six weeks later, the patient returned with a heavy Sulko- 
witch qualitative reaction, and a calcium level of 15.9 mg. 
per 100 cc. Phosphorus was 3.17 mg. per 100 cc. He was 
complaining of constipation, drowsiness, lassitude, tingling 
of the hands and feet, and a thick speech of ten days’ dura- 
tion. The calcium gluconate was reduced to 9 Gm. daily in 
divided doses, and A. T. 10 to 1 cc. daily. Upon dismissal 
his calcium was 9.7 mg. per 100 cc. and phosphorus was 
3.2 mg. per 100 cc. He had done well ever since. 


Comment: The patient had idiopathic or primary 
hypoparathyroidism, which was misdiagnosed as epi- 
lepsy. Cataracts in such a relatively young person are 
common in cases of hypoparathyroidism. 

CASE 3.—B. N: S., a 14 year old white boy, was admitted 


to Children’s Hospital on January 13, 1948. He was first 
seen by his physician two and a half years before with an 


acute infectious illness, first thought to be typhoid fever. The 
cause was never proved, and spontaneous recovery resulted. 
He was subsequently seen June 16, 1947, with tetany. Ten 
cc. of calcium gluconate intravenously gave immediate relief. 
One month later tetany occurred again, and serum calcium 
was reported to be 8.85 mg. per 100 cc. He was again ad- 
ministered intravenous calcium with relief. Large amounts 
of calcium and Hytacherol were given orally for two weeks. 
He was seen again on October 28, 1947, complaining of 
tingling in his fingers and face. Serum calcium was 7.75 
mg. per 100 cc. and phosphorus 7.1 mg. per 100 cc. He was 
given calcium gluconate, and one Hytacherol capsule every 
other day. Paresthesias in his hands ceased but continued in 
the face. 

The physical examination showed no abnormality except 
positive Chvostek’s and Trousseau’s signs. At times there 
was increased restlessness and muscular twitching, especially 
of the face, and jerky spastic movements of the extremities. 
Laboratory results revealed a serum calcium of 6.5 mg. per 
100 cc., phosphorus of 8.04 mg. per 100 cc., and carbon 
dioxide combining power of 52.2 volumes per cent. Fasting 
blood glucose and total serum protein levels were normal, 
as was the nonprotein nitrogen level of 29 mg. per 100 cc. 
Serum alkaline phosphatase was 4.2 Bodansky units. Results 
of a glucose tolerance test were normal. 

The patient was sent home to continue large doses of 
calcium orally and vitamin D, and we have no other follow- 
up studies. 


Comment: This patient is presented as a sponta- 
neous or idiopathic hypoparathyroidism. The rela- 
tionship of this disease to the preceding undefined 
febrile disease is speculative. 


CASE 4.—S. B., a 33 year old Negress, who had a pre- 
vious thyroidectomy in John Sealy Hospital in September, 
1949, for typical hyperthyroidism, was seen two years later. 
She developed clinical hypoparathyroidism shortly after the 
operation with a tight constriction about the throat, carpo- 
pedal spasm, and nervousness. There was numbness and 
tingling of the hands and feet, which were definitely worse 
in the winter months. The only physical finding of note 
was a positive Trousseau’s sign. 

Urinalysis and hemogram were normal. An electrocar- 
diogram showed a prolonged Q-T interval. The total serum 
protein level was normal, with calcium determinations vary- 
ing from 4.0 to 6.0 mg. per 100 cc. Phosphorus varied from 
5.6 to 7.3 mg. per 100 cc. The level of serum alkaline phos- 
phatase was normal. 

The patient improved subjectively on oral administra- 
tion of calcium gluconate and A. T. 10, 1 cc. four times 
daily. Her calcium determination is now 10.2 mg. per cent 
and phosphorus is 3.6 mg. per cent. She is now taking 10 
to 16 minims of dihydrotachysterol daily with 4 Gm. of 
calcium gluconate and is doing well. 


Comment: This patient did not seek medical coun- 
sel in two years for her mild postoperative tetany. 
During the summer months she was comparatively 
free of symptoms as a result of vitamin D absorption 
from the sun. 

CASE 5.—O. L. B., a 25 year old white woman, was ad- 
mitted to John Sealy Hospital with a toxic nodular goiter 
on December 1, 1947. She was prepared for surgery with 
thiouracil and Lugol’s solution since she had Graves’s dis- 
ease. A subtotal thyroidectomy was done on December 23. 
Two days later, carpopedal spasm and positive Chvostek’s 
and Trousseau’s signs were observed. Serum calcium was 
5.7 mg. per 100 cc. and phosphorus 8.83 mg. per 100 cc. 
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Calcium lactate in doses of 8 Gm. was given daily. Calcium 
rose to a level of 6.6 mg. per 100 cc. of serum four days 
later. The patient was discharged the next day and told to 
continue the doses of calcium lactate orally. She had a com- 


plete recovery. She is receiving no medication at the pres- 
ent time. 


Comment: This patient exemplified the mild post- 
operative type of hypoparathyroidism in which the 
patient spontaneously recovers. 


CASE 6.—T. H., a 20 year old white boy, was admitted 
to John Sealy Hospital for a thyroidectomy on January 24, 
1950. He was prepared for surgery with propylthiouracil 
400 mg. daily. His basal metabolic rate prior to operation 
was plus 26 per cent. Several hours after surgery, he began 
to have tetany; the level of serum calcium was 6.0 mg. per 
100 cc. and of phosphorus 7.4 mg. per 100-cc. He was 
started promptly upon a general diet, calcium lactate given 
orally, parathyroid hormone, and dihydrotachysterol. After 
one month of little improvement, he was transferred back 
to the medical service. 

The patient was placed on a low calcium and low phos- 
phorus diet, calciferol 2 cc. daily by injection, and calcium 
chloride 8 Gm. daily by mouth. The serum calcium level was 
soon elevated to 8.5 mg. per 100 cc. and phosphorus 
dropped to 6 mg. per 100 cc. 

In subsequent weeks, the serum calcium ranged between 
8 and 10 mg. per 100 cc. but the phosphorus remained ele- 
vated at from 4 to 6 mg. per 100 cc. Further laboratory 
work revealed a basal metabolic rate of minus 34 per cent. 
The Q-T interval was prolonged on the electrocardiogram. 
Nonprotein nitrogen tests were normal, as were other renal 
function tests. The patient was dismissed on a regimen of 
oral doses of calciferol and A. T. 10, 2 cc. of each daily. He 
continued calcium chloride 8 Gm. daily with thyroid ex- 
tract 65 mg. daily. In addition to his low calcium and phos- 
phorus diet, he was told to take Amphojel, 30 cc. four times 
daily, and test his urine frequently with Sulkowitch’s re- 
agent. 


Comment: The patient had his parathyroid glands 
injured at surgery. The surgical specimen was exam- 
ined carefully histologically at 3 mm. intervals, and 
failed to show any evidence of parathyroid tissue. He 
represents the more severe and rare type of postop- 
erative hypoparathyroidism. 


CASE 7.—H. C., a 52 year old Negress, was operated 
upon in John Sealy Hospital in August, 1951, for hyper- 
thyroidism. Three weeks later, she became hoarse and com- 
plained of “drawing’’ of the hands momentarily. She pre- 
sented herself to the outpatient service, where positive 
Trousseau’s and Chvostek’s signs were observed. It was 
learned she had noticed numbness and tingling of the hands 
and feet since surgery. Calcium gluconate in inadequate 
dosage was administered but failed to correct the hypocal- 
cemia of 5.2 mg. of calcium per 100 cc. of serum. 

The patient was admitted to the medical service and given 
a low calcium and phosphorus diet with 12 Gm. of calcium 
chloride daily. All the signs and symptoms of hypocalcemia 
disappeared in two days. Basal metabolic rate was minus 22 
per cent, and the patient was given 32 mg. of thyroid ex- 
tract per day. 

Upon dismissal of the patient serum calcium was 9.5 mg. 
per 100 cc. and phosphorus 3.7 mg. per 100 cc. Carbon 
dioxide combining power was 42.1 volumes per cent and 
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cholesterol 520 mg. per 100 cc. of blood. She is now taking 
4 Gm. of calcium chloride and 65 mg. of thyroid extract 
daily. She is doing well, with the results of the Sulkowitch 
test remaining normal. 

Comment: This mild postoperative case of hypo- 
parathyroidism was completely controlled on a mod- 
erate dose of calcium and thyroid extract. The patient 
has found that her tetany recurs, especially when 
thyroid extract is discontinued or when a calcium 
preparation other than the acid-salt is used. 


PRIMARY 
HYPERPARATHYROIDISM 


Primary hyperparathyroidism due to adenomatous 
or hyperplastic changes of the parathyroid glands is 
not a rare disease. Accurate diagnosis may be accom- 
plished with reasonable facility. The recognition of 
the relationship between hyperparathyroidism and 
renal calculi* with osseous changes had been pop- 
ularized by Albright’ and his associates, who divided 
the clinical manifestations of hyperparathyroidism 
into four groups: (1) with bone disease but with- 
out kidney disease, (2) with bone disease and kid- 
ney disease, (3) without bone disease but with kid- 
ney disease, and (4) without either bone or kidney 
disease. 

In 1948, Black* reported 63 cases of hyperpara- 
thyroidism and concluded that 40 per cent showed 
osteitis fibrosa cystica and 75 per cent had renal dis- 
ease with calculi. Hyperparathyroidism without renal 
and osseous changes is rare (about 1 per cent) and 
usually is referred to as the gastrointestinal group. 

Hyperparathyroidism should be suspected in every 
case of nephrolithiasis or nephrocalcinosis, certain 
bone changes, or symptoms of hypercalcemia. Al- 
bright has expressed the belief that the parathyroid 
hormone first affects serum phosphate in such a way 
that it is more easily excreted in the urine. The cal- 
cium and phosphate ratio becomes undersaturated. 
To remedy the loss of phosphate, resorption of the 
calcium-phosphate salts from the bone occurs. With 
higher serum calcium levels there is increased cal- 
cium excretion in the urine. Unless there is an ade- 
quate gastrointestinal absorption of calcium, the un- 
dersaturated body fluids will result in increased bone 
resorption. Calcium balance is maintained more fre- 
quently, however, by dietary intake of calcium. 

The demonstration of the characteristic blood 
chemical findings is many times equivocal or mis- 
leading. Hypercalcemia, hypophosphatemia, hypercal- 
cinuria, and hyperphosphaturia comprise the classical 
criteria of hyperparathyroidism, but all are frequent- 
ly not present. A serum calcium level above 10.5 mg. 
per 100 cc. and inorganic phosphorus below 3 mg. 
per 100 cc. should be regarded always as significant. 


* Acknowledgment is paid Dr. Melvin Davis, Genito-Urinary De- 
partment, for bis continued interest in and recognition of this disease. 
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Relative hypercalcemia can be present in blood which 
has below normal total serum proteins. 

The Sulkowitch test is adequate for only rough 
qualitative determinations of calcium in urine. A 
precise quantitative estimacion of the urinary calcium 
excretion must be made while the patient is on a diet 
containing about 125 mg. of calcium per day. Pa- 
tients with hyperparathyroidism will excrete more 
than 200 mg. cf calcium per day on this diet. Find- 
ings of 150 to 200 mg. are considered significant by 
many investigators. The normal daily urinary excre- 
tion of phosphorus is 1 Gm., and patients with hy- 
perparathyroidism will usually excrete considerably 
more. 

The spinal fluid calcium in hyperparathyroidism 
is usually within the normal limits of 4.5 to 5.5 mg. 
per 100 cc.® In other diseases causing hypercalcemia, 
there will be an elevated spinal fluid calcium level. 

Hypercalcemia causes nausea and vomiting, pre- 
ceded by anorexia. Polydipsia aad polyuria are prob- 
ably due to renal damage. Muscular weakness and 
fatigability with deep bone pain is seen. 

Renal complications are the most frequent and im- 
portant. Albright’ reported that 5 per cent of renal 
calculi are the result of hyperparathyroidism. Beard 
and Goodyear* found 0.8 per cent of 150 cases of 
renal stones to be due to hyperparathyroidism. Bilat- 
eral or recurrent renal calculi in patients who have 
nephrocalcinosis particularly deserve study for the 
possibility of parathyroid hyperfunction. 

The osseous changes of hyperparathyroidism are 
numerous and variable. Generalized decalcification of 
the skeleton with coarse bone trabeculation may be 
seen. The flat bones of the skull may have a “ground 
glass” appearance. 


Case Reports 


CASE 8.—A 49 year old white woman was admitted to 
the genitourinary service of John Sealy Hospital in July, 
1951. For the previous five years, attacks of chills and fever 
and dull aching pain in the left lower abdominal quadrant 
and left costovertebral region had recurred. Previous roent- 
genologic studies had shown bilateral kidney stones. Past 
history and physical examination were not remarkable. 

Urinary studies revealed albuminuria, microscopic hema- 
turia, and gross pyuria with coliform organisms being cul- 
tured. Hemoglobin was 9.3 Gm. and the white blood cell 
count was 6,300. The nonprotein nitrogen was 21 mg. per 
100 cc. of blood and alkaline phosphatase 2.6 Bodansky 
units. Subsequently repeated calcium determinations varied 
from 11 to 12 mg. per 100 cc. of serum. The serum phos- 
phorus average was about 2.5 mg. per 100 cc. Spinal fluid 
calcium was 4.6 mg. per 100 cc. Daily urinary calcium ex- 
cretion on a 125 mg. calcium diet was 184 and 178 mg. 
The daily phosphorus excretion was 605 and 230 mg. Mul- 
tiple bilateral renal calculi were seen. A calculus was present 
in the gallbladder. Films of the chest, skull, and hands re- 
vealed no abnormality. 


A right pyelolithotomy was performed in August, 1951, 









and a left pyelolithotomy was performed in December. Re- 
peated chemical studies on blood and urine were done on 
each admission with the essential results as have been pre- 
viously mentioned. The renal calculi were not chemically 
analyzed. 

In February, 1952, the patient was admitted to the sur- 
gical service for a neck exploration. At this time her serum 
calcium was 13.0 mg. per 100 cc. and phosphorus 3.0 mg. 
per 100 cc. Serum alkaline phosphatase was 0.9 Bodansky 
units. A parathyroid adenoma was removed from the lower 
pole of the right thyroid lobe. The postoperative serum 
calcium levels were 9.0 and 10.0 mg. per cent. The patient 
is reported to be in good condition. 

CASE 9.—A 36 year old white man was admitted in 
1948 to the John Sealy Hospital genitourinary service be- 
cause of bilateral renal calculi. A calculus was removed from 
the right ureter in 1942. Stones were taken from the right 
kidney in 1947. The physical examination was normal. 

A urinalysis disclosed low specific gravity, pyuria, and 
microscopic hematuria. Staphylococcus albus and Alcaligenes 
fecalis were cultured from the urine. Nonprotein nitrogen 
was 31 mg. per 100 cc. of blood; total serum proteins 6.1 
Gm. per 100 cc. Serum calcium was 11.8 mg. per 100 cc., 
phosphorus 3.85 mg. per 100 cc., and alkaline phosphatase 
2.55 Bodansky units. The hemogram was normal. Serum 
calcium levels varied from 10.8 to 11.8 mg. per 100 cc. 
The daily excretion of calciuin while the patient was on a 
diet containing 125 mg. of calcium was 350 mg. 

A stag-horn calculus was seen in the left kidney; three 
small stones in the right kidney. Bilateral hydronephrosis 
was present. Roentgenograms of the chest and long bones 
did not reveal any abnormality. A left pyelolithotomy was 
performed in December, 1948. Parathyroid exploration was 
not done at this time. The pacient did not return until May, 
1949, at which time essentially the same abnormalities were 
obtained in laboratory tests. 

He was operated upon in May, 1949, and a 15 by 8 mm. 
parathyroid tumor was found near the inferior pole of the 
right thyroid lobe. Microscopically there was preponderance 
of oxyphil and “clear” cells. Pathologic diagnosis was mod- 
erate hyperplasia of the parathyroid gland. 

The patient returned in June, 1949, with normal serum 
calcium and phosphorus levels. A right pyelolithotomy was 
performed. He had continued good urinary function, and 
renal calculi have not formed again. 


Comment: These two cases are representative of a 
large group of patients with hyperparathyroidism 
whose sole clinical abnormality is found in the uri- 
nary tract. The great importance of considering para- 
thyroid hyperfunction in all patients with renal stones 
also is emphasized. 


CASE 10.—V. B., a 36 year old white woman, was ad- 
mitted in the ear, nose, and throat service of John Sealy 
Hospital in February, 1949. For several months, a produc- 
tive cough worse when the patient arose was present. The 
sputum had become blood-tinged recently. Roentgenograms 
of the sinuses had shown previously a “skull tumor” which 
had been diagnosed as a meningioma. She also complained 
of great fatigue. Physical examination was normal. The past 
history revealed that a rena: calculus was removed eight 
years before this admission. 

Bronchoscopy revealed compression of the trachea below 
the larynx. Fluoroscopy of the esophagus also showed com- 
pression. The luags fields were normal, but one of the ribs 
showed some “punched-out” areas. In skull films there was 
a large area of increased calcification in the right fronto- 
parietal region. There were also small areas of decalcifica- 
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tion in the right parietal bone. The laminae durae were 
normal. Parathyroid adenoma was not considered. 

A tumor of the thoracic inlet was diagnosed. At opera- 
tion in March, 1949, a dense encapsulated mass the size of 
a golf ball was found behind the lower pole of the right 
thyroid lobe and removed. A “clear cell” adenoma of the 
parathyroid gland was diagnosed histologically. 

The postoperative course was stormy with mental confu- 
sion and postoperative psychosis. Serum calcium was 9.75 
mg. per 100 cc. on the fourth postoperative day. Convul- 
sions occurred while the patient slept on the sixth day. Cal- 
cium gluconate injected intravenously gave relief. Serum 
calcium at this time was 7.85 mg. per 100 cc. Serum cal- 
cium was normal when the patient was discharged two 
weeks later without any mental disturbance. She was treated 
with calcium lactate orally. 


Comment: The diagnosis of parathyroid tumor was 
not entertained clinically. In retrospect, previous renal 
stones and a mass in the neck should be sufficient 
evidence upon which to base a diagnosis of parathy- 
roid disease. The facts in this case further emphasize 
the rapidity with which postoperative parathyroid 
tetany may develop after the removal of a hyperfunc- 
tioning tumor of the parathyroid gland. 


SECONDARY 
HYPERPARATHYROIDISM 


It is apparent that various factors leading to sec- 
ondary hyperplasia and hypersecretion of parathy- 
roid hormone are the same factors which cause tetany. 
They are those diseases which decrease absorption, in- 
crease excretion, or increase deposition of calcium. As 
a compensation for the low serum calcium level, the 
parathyroid glands become secondarily overactive. 


Case Reports 


CASE 11.—H. D., a 68 year old Negress, entered John 
Sealy Hospital in August, 1949, complaining of a general- 
ized muscular weakness, lethargy, anorexia, and nocturia. 
Physical examination revealed that blood pressure was 
180/104. The diagnosis of arteriosclerotic nephrosclerosis 
was made. She was severely dyspneic and anemic with a 
hemoglobin of 5.9 Gm. and a red blood cell count of 2.3 
million. Carbon dioxide combining power was 24.5 volumes 
per cent; chlorides measured 247 mg. per 100 cc. of blood. 
Nonprotein nitrogen was 150 mg. per 100 cc. of blood, 
with a serum calcium of 8.0 mg. per 100 cc., phosphorus 
9.06 mg. per 100 cc., and alkaline phosphatase 7.02 Bodan- 
sky units. Urinalysis was normal except for low specific 
gravity and a small precipitate on Sulkowitch’s test. Roent- 
genograms showed generalized osteoporosis. 

Upon a diet with supplementary calcium gluconate, the 
patient ingested 2.072 Gm. of calcium daily, yet excreted 
only 0.067 Gm. in the urine. She was treated with 50,000 
units of vitamin D daily with 50 cc. of sodium citrate. Be- 
fore dismissal, the nonprotein nitrogen was 70 mg. per 100 
cc. of blood, serum calcium 10 mg. per 100 cc., phosphorus 


4.69 mg. per 100 cc., and alkaline phosphatase 4.83 Bo- 
dansky units. 


Comment: This patient represents a case of pseudo- 
hyperparathyroidism, secondary to chronic azotemia. 
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This type must be distinguished from primary nephro- 
calcinosis. It can be done by the low calcium content 
of the urine and blood. The high phosphorus level in 
the blood results because of the failure to excrete 
phosphate in the urine. 


CASE 12.—M. W., a 20 year old white girl, was admitted 
to the John Sealy Hospital in April, 1950. She had a long 
history of polyuria, enuresis, and failure to grow after the 
age of 12 years. More recent symptoms were weakness, 
dyspnea, and complete muscular incapacity. Physical exam- 
ination revealed a pale, thin female who was 5614 inches 
tall and who weighed 70 pounds. Her blood pressure was 
110/60. Rachitic beading, kyphoscoliosis and. clubbing of 
the fingers were present, as was emphysema. 

Laboratory results included a nonprotein nitrogen level of 
255 mg. per 100 cc. of blood; carbon dioxide combining 
power of 12.2 volumes per cent; serum calcium 7.7 mg. per 
100 cc.; phosphorus 9.8 mg. per 100 cc., and alkaline phos- 
phatase 5.5 Bodansky units. Urine showed hypocalsuria, a 
slight trace of albumin, and low specific gravity. Hemoglo- 
bin was 7.5 Gm. and the red blood cell count was 2.32 mil- 
lion. Bone survey showed generalized demineralization of 
all bones, and the skull had trabecular thickening with ra- 
diolucent areas. Urograms revealed nothing on the left, 
with a massive right ureterohydronephrosis. 

The patient failed to respond to conservative measures and 
died. Postmortem examination by the pathologist exhibited 
the following: (1) congenital obstruction of the right ure- 
terovesicular junction with hydro-ureter and hydronephrosis, 
(2) hypoplasia of the left kidney and ureter, (3) severe 
uremic colitis, (4) dwarfism, (5) renal rickets, and (6) 
hyperplasia of the left lower parathyroid gland. 


SUMMARY AND CONCLUSIONS 


The essential etiology and pathologic physiology 
with clinical features and treatment of hypoparathy- 
roidism and hyperparathyroidism are discussed. Seven 
cases of hypoparathyroidism and 3 cases of primary 
hyperparathyroidism are presented. The secondary 
type of hyperparathyroidism associated with the hy- 
pocalcemia of uremia is briefly discussed and 2 rep- 
resentative cases are presented. 


Capt. Lloyd J. Gregory, Officers Mail Section, Fitzsimons 
Army Hospital, Denver 8. 
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ABSTRACT OF DISCUSSION 


Dr. LAWRENCE C. CAMERON, Dallas. Parathyroid ex- 
tract available commercially today has a limited use in the 
treatment of hypoparathyroidism. The administration of 
from 10 to 100 units will produce a rise in the blood cal- 
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cium level in about four hours. In acute cases of tetany, after 
calcium has been given intravenously, the extract may be 
used to maintain the blood calcium level for a longer period. 
As the authors state, the hormone loses its effect after a 
certain period of time and antibody formation has been 
assumed to be responsible for this phenomenon. 


The majority of investigators feel that epilepsy accom- 
panies tetany only in persons who predispose to this disease, 
and hypocalcemia like hyperventilation presents a trigger 
mechanism which will precipitate convulsive seizures in 
these patients. Adequate treatment of the existing hypocal- 
cemia often will relieve the convulsive seizures where anti- 
convulsive drugs have failed. 


I wish to emphasize the value and importance of the 
Sulkowitch test. This is a simple test consisting of the addi- 


tion of a buffered oxalic solution to the urine. The degree 
of calcium cloud in the test tube enables the clinician to 
estimate roughly the amount of calcium excreted in the 
urine. It is of value in regulating the medication used in 
the treatment of hypoparathyroidism and as a simple screen- 
ing test in the diagnosis of hyperparathyroidism. 

It is important to consider parathyroid hyperfunction in 
all patients with renal stones, as a large group of these pa- 
tients show clinical abnormalities only in the urinary tract. 
Careful analysis of serum and urine, combined with roent- 
gen-ray studies of the skeleton, must be a routine procedure 
in all patients with renal stones, uremia, and vomiting of 
an unexplained origin. 

For the ultimate prognosis of hyperparathyroidism, the 
condition of the kidneys is of far greater importance than 
the bone lesions. The latter always clear up after removal of 
the offending parathyroid tumor, and the renal impairment 
sometimes grows progressively worse. 


DUODENAL OBSTRUCTION IN INFANTS 


LUKE W. ABLE, M.D., Houston, 


A NoMALIES are the second lead- 
ing cause of death in the first year of life. Murphy’? 
has estimated the incidence of all congenital anoma- 
lies to be 1 in each 213 births. However, in Houston 
the incidence of anomalies runs near to 1 in every 80 
deliveries (74 in 5,817 at St. Joseph’s Infirmary? and 
51 in 3,751 at Hermann Hospital*). Furthermore 
Murphy!” noted that congenital anomalies occurred 
twenty-four times as frequent in families that had 
previously had children with anomalies. Ingalls® 
stated the causes of anomalies as being genetic or ac- 
quired during intra-uterine development by infec- 
tions or anoxia. Spriggs'® said that 28 per cent of the 
intestinal obstructions during the newborn period are 
duodenal. Ernst® reported the first successful treat- 
ment using a gastroenterostomy on an 11 day old boy 
in 1916. Recently Evans® surveyed the literature and 
could find only 86 cases of duodenal obstructions 
treated successfully. 

The pathologic anatomy varies from complete 
atresia to external obstruction. The atresia may be a 
complete discontinuity of the entire duodenal walls 
or only persistent internal mucosal diaphragm (fig. 
la). These diaphragms frequently are incomplete, 
and they are explained as representing a persistence 
of the solid stage of development where a complete 
vacuolation did not occur. 

The common external obstruction is congenital 
adhesions or bands (fig. 1b) associated with anoma- 
lous rotation of the intestine. This anomaly may be 
complete nonrotation with colon entirely on the left 
and with the jejunum and the ileum on the right, or 
any lesser degrees of incomplete rotation. Recently I 


Read before the Section on Surgery, Texas Medical Association, 
Annual Session, Dallas, May 6, 1952. 


Texas 


have noted some hyperrotations where the small in- 
testine mesentery lacked fixation; the cecum and ap- 
pendix were wrapped counterclockwise about the 
base of the unattached small intestine mesentery. 
Adhesions from this malplaced cecum itself obstruct- 
ed the third part of the duodenum. Volvulus of the 
midgut rotating about the unfixed superior mesen- 
teric axis is present in most of these patients. 

Other extrinsic causes of obstruction are annular 
pancreas, complete or incomplete, and cysts of the 
duodenum." 1°: 14 

Annular pancreas (fig. 1c) is the most common of 
this less frequent group. Recently Payne’! reported 
such a case’ and added 17 more from the literature 
that had been surgically treated. Interestingly, a ma- 
jority of the reported patients did not have symptoms 
until they were adults. 

The symptoms of duodenal obstruction are vomit- 
ing and epigastric fullness. The vomitus usually con- 
tains bile, but in very rare cases the obstructing lesion 
may be proximal to the duodenal opening of the com- 
mon bile duct. Frequently gastric waves are visible. 
Usually the duodenal obstruction is incomplete so the 
patient has meconium stools and small amounts of 
flatus. Shortly after feedings are started the stenotic 
opening may become blocked by milk curds so that 
complete obstruction occurs. Dehydration is rapid and 
convulsions are not uncommon. When volvulus of the 
midintestine is also present as in malrotation blood 
may be seen in the stools and there may be abdominal 
pain and tenderness. 

The diagnosis is suspected in any vomiting new- 
born infant, especially if the vomitus is copious and 
contains bile. Plain roentgenographic films of the 
abdomen will show the air distending the stomach 
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and duodenum (fig. 2). Rarely is contrast media 
needed to make a positive diagnosis, and then only 
the smallest amount is used. Swallowing of barium is 
always contraindicated in even these high obstructive 
lesions. Infants have a much greater danger of aspira- 
tion pneumonia from the barium in the vomitus. 
When the diagnosis of duodenal obstruction has been 
made, further studies such as barium enema to deter- 
mine type are of academic interest only and a rash 
expenditure of these infants’ low reserve energy. The 


type of obstruction can best be determined at opera- 
tion. 


TREATMENT 


Preoperative preparation is directed at decompres- 
sing the large stomach and proximal duodenum by 
passing down through the nose a No. 8 or No. 10 
soft urethral catheter or duodenal tube into the stom- 


Fic. 1. Drawings illustrating types of duodenal obstruction. 

a. Duodenal diaphragm frequently found in the region of the am- 
pulla of Vater. It may contain a small opening through which air and 
clear liquids pass. 


ach or duodenum and maintaining suction with fre- 
quent saline irrigations. Usually this tube passes easily 
through the dilated pylorus. 

Electrolytes and fluids are replaced. The weight loss 
is replaced by one-half electrolytes and one-half glu- 
cose in water. These fluids may be given as half 
strength lactate Ringer's solution with 2.5 per cent 
dextrose by clysis or 5 per cent dextrose by intra- 
venous drip. Five per cent dextrose in plasma is fre- 
quently used and counted as part of the electrolytes. 
The dehydrated infant of less than a week old usually 
has a hemoglobin level of 18 to 22 Gm. and seldom 
needs preoperative blood transfusions, but his blood 
should be cross-matched and a slow intravenous drip 
of blood may be given during surgery through poly- 
ethylene tubing (fig. 3) tied in an ankle vein by 
venesection. It also should be remembered that the 
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infant of only a few days of age has poor renal func- 
tion. If the amount of electrolyte and fluid planned 
does start edema, the volumes should be decreased 
and serum albumin, 1 to 4 cc. per pound of body 
weight per day, given intravenously. Desmond* has 
found small and premature babies to have a decreased 
amount of serum albumin and therefore a greater 
tendency to edema. 


The operative treatment varies with the lesions 
found. Complete atresia with lack of bowel continuity 
requires an anastomosis to bridge the defect. The in- 
trinsic obstruction by a mucosal diaphragm may be 
corrected by a longitudinal antimesenteric incision 
over the obstructed area and careful excision of the 
diaphragm avoiding the ampulla of Vater, then clos- 
ing the duodenal incision transversely so that the 
lumen is increased (fig. 4a). In all open duodenal 
operations I have added two small catheters, one 
threaded down into the jejunum for postoperative 


die > 
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b. Malrotation of the colon with adhesions from the cecum to the 
right lateral gutter compressing the duodenum. 
c. An annular pancreas encircling the duodenum. 


feeding and the other into the proximal segment of 
the duodenum and stomach for postoperative decom- 
pression. 


I have routinely operated for duodenal obstruction 
through a right transverse rectus muscle-cutting and 
lateral muscle-splitting incision that has easily al- 
lowed these tubes to be brought out through the 
lateral end of the incision. This incision is especially 
recommended in the obvious intrinsic obstruction. 
When the abdomen is opened, the hepatic flexure of 
the colon can be reflected downward, and a well 
placed gauze sponge may keep the rest of the abdo- 
men entirely free from contamination. 

The extrinsic obstruction by bands responds to 
careful division and release of the congenital bands. 
Usually in these cases there is also a volvulus of the 
midbowel that needs de-rotation. The Ladd proce- 
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dure® includes correction of the volvulus, release of all 
adhesions compressing the duodenum, and placing the 
bowel in a nonrotated position with the colon on the 
left and the duodenum down the right gutter (fig. 
4b).* 

In the cases of annular pancreas I have usually 
found a duodenostomy from the first to the third part 
the bypass of choice (fig. 4c), but in rare cases of 
incomplete annular pancreas, those with just partial 
stenosis, a longitudinal incision sutured transversely 


2a. Roentgenogram depicting a duodenal diaphragm. Note the air 
filled stomach and duodenum. 


b. A roentgenogram made after a barium enema shows malposition 


is easier. Incision through significant pancreatic tissue 
is hazardous to the common bile and pancreatic ducts. 

Postoperatively these patients are placed in an oxy- 
gen tent or incubator. Heat or ice is supplied as 
needed to maintain a normal temperature. Immediate 
red blood cell counts and hemoglobin determinations 
are done to decide about further transfusions. A slow 
drip of about 1 drop per pound of body weight per 
minute of glucose water is continued until the patient 
voids, then the rate is adjusted to allow voiding every 
two to three hours but not to produce obvious edema. 
From 5 to 15 cc. per pound per day of plasma added 
to-the glucose water may also be sufficient for electro- 
lyte maintenance. Serum albumin 1 to 2 cc. per 
pound per day is also added to the fluids. On occa- 
sions protein hydrolysate has been used, but now it is 


always at least diluted, so that its low hydrogen ion 
concentration does not cause active phlebitis, which 
will stop the continuous intravenous drip. 

Both the duodenogastric and duodenojejunal cath- 
eters are maintained on constant suction and saline 
irrigation until peristalsis returns. The drainage fluid 
is measured and considered as one-half strength elec- 
trolyte loss in figuring the electrolyte maintenance 
dose. In the extrinsic obstructions that do not require 
opening the bowel lumen, only the nasal gastroduo- 
denal suction is used, but it may be needed for sev- 
eral days. Whenever the duodenostomy tubes are 


of the right half of the colon. Also note the air in the stomach and 
duodenum. 


c. A roentgenogram shows air in 
(proximal to annular pancreas). 


the stomach and duodenum 
used, the nasogastric tube may be removed imme- 
diately or shortly after operation. 

As soon as peristalsis returns, the fluid suctioned 
out of the proximal duodenostomy tube: is dripped 
into the distal tube and soon intrajejunal feedings 
are started with 5 per cent glucose solution; after 
bowel movements and flatus, the infant’s formula may 
be dripped into the jejunum. 

Antibiotics are administered preoperatively and are 
continued postoperatively when the bowel has been 
opened. I have used the peritonitis dosage of peni- 
cillin 100,000 units and dihydrostreptomycin 0.1 Gm. 
intramuscularly every two hours plus, in recent cases, 
intravenous Aureomycin or terramycin of 10 to 20 
mg. per pound per day. In some cases, Gantrisin, 
intramuscularly, has been used. After the first few 
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days some of the antibiotics can be given into the 
lower tube. The surgeon who deals primarily with 
adult patients may rightfully question the need for 
antibiotics in high obstruction. However, newborn 
infants do not have the high degree of stomach acid- 
ity and sterility that is present in children and adults. 
Adverse antibiotic reactions are not common in in- 
fant surgery. 

Vitamins C and K are also given intramuscularly 
or intravenously preoperatively and continued for a 
few days after surgery. As soon as possible the oral 
aqueous multiple vitamins are added to the jejunal 
feedings. 

The proximal duodenostomy tube is clamped for 
increasing intervals, and when no retention of liquid 
has been noted for twenty-four to forty-eight hours, 
it is removed. The tract soon closes if there is no re- 
maining, obstruction; if obstruction is present, there 
could be duodenal drainage. The distal tube is used 





Fic. 3. Continuous intravenous drip through a polyethylene catheter 
inserted by venesection into the medial anterior malleolar vein. 


until the patient is taking all feedings orally and mak- 
ing a satisfactory gain. The intravenous tube in the 
ankle may stop functioning and may be removed 
early, but it is not needed and may be removed at 
least when fluids can be given into the jejunal tube. 
Any drip therapy is always hazardous in small infants 
as the drip may not be closely watched and larger 
amounts than the infant can tolerate may run in 
rapidly. 


SUMMARY AND DISCUSSION 
OF CASES 


Thirteen cases of duodenal obstruction are reported. 
Twelve of the patients were operated on for relief 
of duodenal obstruction and 8 recovered. Of the 
deaths, the first was due to overlooking the intrinsic 
partial obstruction at operation. The second was of a 
patient with an annular pancreas who had multiple 
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anomalies and was operated on for esophageal atresia 
and tracheoesophageal fistula first; now, this patient 
would have a combined thoracoabdominal operation 
with esophagogastrostomy and duodenoduodenosto- 
my. The third had an intrinsic stenosis by a dia- 
phragm; she also had two previous operative attacks 
and wound infections elsewhere. The fourth death 
was in a small, almost moribund premature infant 12 
days old and with complete duodenal obstruction 
since birth. The fifth was a 19 day old edematous and 
marasmic infant with vomiting and low temperature 
since birth, who had a malrotation corrected, but died 
thirty-six hours postoperatively with an apparent cere- 
bral thrombosis. Autopsy showed bilateral large parie- 
tal subdural hematomas. 

Of the 8 surviving, one was a 5 year old boy with 
vomiting of bile and abdominal pain since birth. The 
remainder were infants less than 3 months of age. In 
all there was 1 with complete atresia with loss of 
continuity; 5 with intrinsic partial atresias with mu- 
cosal diaphragms that contained only a minute sten- 
otic opening; 4 with congenital adhesions, malrota- 
tion, and volvulus; and 3 with annular pancreas. 

In this series only 1 patient had a serious associated 
anomaly. Although mongolism has been described as 
frequently occurring with duodenal stenosis or 


atresia,® no cases of mongolism were recognized in 
this series. 


CASE REPORTS 


CASE 1.—R. A. M., a 5 year old boy, was admitted to 
St. Joseph’s Children’s Hospital on September 22, 1949. He 
had vomited bile frequently since birth and daily for the 
past month. The upper part of his abdomen was full. At 
operation the cecum was hyperrotated about the free root 
mesentery. The cecum compressed the third portion of the 
duodenum. Proximal to this the duodenum was dilated and 
thickened. A Ladd procedure and appendectomy were done. 
The patient has been completely relieved since operation. 


CASE 2.—V. P., a 7 day old, 5 pound boy, was admitted 
to St. Joseph’s Hospital on October 18, 1949. He had vom- 
ited all formula taken since birth. The vomitus always con- 
tained bile. There had been meconium stools. Roentgeno- 
grams showed large amounts of gas in the stomach but none 
elsewhere. Fluids were given intravenously, but the patient 
was convulsing at the time scheduled for surgery. The fol- 
lowing day the operation was done under poorly received 
anesthesia with alternating cyanosis and active crying. The 
hepatic flexure was reflected down and medially; when the 
extraduodenal tissues were released, the narrowed third por- 
tion ballooned out as the crying infant swallowed air and 
pumped it down into the jejunum. The obstruction was be- 
lieved relieved. Postoperatively vomiting continued. Re- 
operation was planned on the fifteenth postoperative day, 
but the patient suddenly became moribund. Autopsy showed 
vegetative endocarditis and duodenal intrinsic obstruction 
by a diaphragm containing a small central perforation. 

CASE 3.—G. L. McC., a 7 day old, 5 pound boy, was ad- 
mitted to Hermann Hospital on November 20, 1949, with a 
history of convulsions starting one hour before and vomiting 
of bile since birth. He had some meconium stools. Roent- 
genograms showed only air in the stomach and proximal 
duodenum. At operation an annular pancreas was obstructing 
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the second part of the duodenum. The thick, large, dilated, 
proximal first part was easily anastomosed to the mobilized 
third part. A no. 8 urethral catheter was inserted through 
the anastomosis and threaded down into the jejunum. The 
other end was brought out through the wound laterally, and 
postoperatively fluid was dripped into the jejunum. Acci- 
dentally the drip of 5 per cent dextrose and 5 per cent pro- 
tein hydrolysate became a flow while the patient was not 
observed, and 600 cc. of fluid ran into the jejunum. The 
patient was found vomiting this fluid; it was squirting out 
the anus and also out the incision. The anastomosis failed 
to function, but he was easily fed by jejunum catheter. A 
secondary operation was a duodenojejunostomy that has 
functioned well. The patient has grown and developed nor- 
mally and is asymptomatic. 


CASE 4.—H. H., a 3 day old, 314 pound boy, was ad- 
mitted to St. Joseph’s Children’s Hospital on May 12, 1950, 
with a history of vomiting bile, some meconium stools, and 


Fic. 4. Surgical techniques for relief of duodenal obstruction. 

a. Transverse closure to increase the lumen after excision of 2 
diaphragm. Also note decompressing proximal and feeding distal 
catheters. 


visible gastric waves. Operation showed duodenal obstruction 
at junction of the second and third parts. Duodenoplasty 
was done over this area and the diaphragm excised. A tube 
was passed distally into the jejunum and brought out later- 
ally. The postoperative course was slow, and after this tube 
was accidentally removed at two weeks, the patient drained 
duodenal contents for several days, then rapidly gained. At 
6 months he had an adhesive intestinal obstruction relieved 
and has no further intestinal symptoms. 


CASE 5.—Baby F. was born at St. Joseph’s Maternity Hos- 
pital, where esophageal atresia and tracheoesophageal fistula 
were recognized. Regurgitated fluids were bile stained. 
Roentgen studies with Lipiodol showed esophageal atresia 
and also only air in the stomach and proximal duodenum. 
Later, the patient passed a mucous plug and meconium, and 
roentgenograms showed generalized gaseous distention. Op- 
eration through the right side of the chest showed tracheo- 
esophageal fistula and atresia of Ladd’s” type 4. The fistula 
was closed and end-to-end esophageal anastomosis was done 
with more than the usual difficulty. Postoperatively the pa- 
tient drained bile out his mediastinal drain, and he died on 


the sixth postoperative day. Autopsy showed atelectasis and 
incomplete duodenal obstruction by an anular pancreas. 


CASE 6.—P. B., a 22 day old, 5 pound girl, was admitted 
to Hermann Hospital with a history of vomiting bile since 
birth and two unsuccessful operations to relieve this vomit- 
ing. There was infection about the stitches in a right rectus 
incision. At operation a diaphragm with a small central hole 
was found in the obstructing junction of the second and 
third parts. Duodenoplasty was done, and distal and prox- 
imal tubes were passed and brought out a stab wound near 
the duodenum. When the patient was gaining weight on 
oral feedings, the tubes were removed, but two days later 
she developed fever and otitis media, and finally, in spite of 
parenteral support, including potassium, she lost ground and 
died rapidly after adrenal hormone trial therapy was started. 
Autopsy was declined. 


CASE 7.—M. S., a 5 pound girl, was born at St. Joseph’s 
Maternity Hospital on June 6, 1951. She vomited bile and 
had meconium stools. Roentgenograms showed only air in 
the stomach and proximal duodenum. At operation the 


b. Released adhesions allowing duodenal expansion. The colon is 
free on the left. 

c. Annular pancreas with adjacent bypassing anastomosis. 
shows sagittal section. Tubes are used but are not pictured. 


Inset 


cecum was in the midabdomen and adhesions from it to the 
right lateral abdominal wall were compressing the second 
part of the duodenum. Ladd’s procedure was done along 
with appendectomy. The patient did well until age 5 months, 
when a limited volvulus developed about an adhesion. This 
was relieved at operation, and she has done well. 


CASE 8.—Baby Girl M., born at Hermann Hospital on 
June 6, 1951, vomited bile from birth, and when she was 
aged 4 days, roentgenograms showed gas only in the stomach 
and proximal duodenum. At operation a diaphragm with a 
small central hole was found at the junction of the second 
and third parts. Duodenoplasty with excision of the dia- 
phragm and placement of proximal and distal tubes was 
done. Her postoperative course was uneventful, and she has 
done well. 


CASE 9.—R. L. F., a 3 months old, 6 pound 14 ounce 
girl, whose birth weight was 7 pounds 13 ounces, was ad- 
mitted to the house service at St. Joseph’s Children’s Hos- 
pital on June 1, 1951. She had vomited bile since birth. 
Roentgenograms with barium showed partial duodenal ob- 
struction. At operation an incomplete annular pancreas was 
found stenosing the second part of the duodenum. A duo- 
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denoplasty was done where the pancreatic circle was incom- 
plete, thereby enlarging the stenotic area. Tubes were passed. 
Postoperatively she gained rapidly. She has no vomiting, is 
now 9 months of age and weighs 1714 pounds. 

CASE 10.—Baby Girl P., a 3 pound 1 ounce infant, was 
born on house service at Hermann Hospital. She was noted 
to have vomited bile since birth. It was considered to be 
from a head injury until roentgen study on the tenth day 
showed gas only in the stomach and proximal duodenum. 
The patient’s poor condition became worse in spite of im- 
provement in electrolyte balance. Operation was done under 
a local anesthetic. Complete atresia at the pancreas (or pos- 
sibly an unusual annular pancreas) was found and anasto- 
mosis of the second and third part was done. Tubes were 
placed proximal and distal. The patient appeared improved, 
but died six hours later. Autopsy was declined. 

CASE 11.—G. McS., aged 12 days, weighed 5 pounds 14 
ounces at birth. She did well until the twelfth day, when 
she appeared to have a moderate abdominal discomfort, vom- 
ited bile, and passed dark blood. She was admitted to Heights 
Hospital. Roentgenograms showed chiefly gas in the stomach 
and proximal duodenum. Intussusception was the working 
diagnosis, but barium enema demonstrated none. The right 
colon was irregular in position and displaced to the left. 
Operation showed volvulus of the midbowel; the transverse 
colon and cecum extended below the root of the small bowel. 
Adhesions obstructed the second and third parts of the 
duodenum. Ladd’s procedure was done. The patient has done 
well and gained normally. 

CASE 12.—J. L., a 19 day old infant with vomiting of 
bile and temperature of 97 F. from birth, was admitted to 
Hermann Hospital on January 7, 1952. He received daily 
salt clysis. Roentgenograms showed air in the stomach and 
duodenum. A temperature of 97 F. persisted. At operation 
duodenal obstructing adhesions and malrotation were cor- 
rected. Thirty-six hours postoperatively the patient suddenly 
developed a shocklike appearance for thirty minutes, then 
responded to all stimuli with a decerebrate cry and died a few 
hours later. Autopsy showed large old subdural hematomas 
over both frontoparietal areas. 


CASE 13.—Baby W. vomited mucus then bile on the sec- 
ond and third days of life and rapidly became dehydrated. 
He was admitted to Hermann Hospital on February 21, 
1952. A duodenoplasty with placement of the tubes was 
done. Also he was noted to have a persistent systolic mur- 
mur and widening of the sagittal suture and posterior fon- 
tanel. His postoperative course was slow; the proximal duo- 
denostomy tube was removed at five days and the jejunal 
tube at three weeks. He was gaining weight and developing 
normally. At age 9 weeks he developed an acute infection 
and rapidly died of overwhelming infection. Autopsy showed 
subacute atrophy of the liver compatible with viral or serum 
hepatitis, and an interesting associated vascular anomaly—a 
right aortic arch descending down on the right of the esoph- 
agus and an aberrant left subclavian artery arising as the last 
of the great vessels from the aortic arch and the subclavian 
passing behind the esophagus to reach the left first rib. The 
thrombosed ductus arteriosus was from the pulmonary ar- 
tery to the origin of the left subclavian artery. This unusual 
vascular anomaly was unrelated to his death. His previous 
duodenal obstruction was completely relieved with no evi- 
dence of the preoperative diaphragm. There were no intra- 
peritoneal intestinal adhesions. 
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ABSTRACT OF DISCUSSION 


Dr. J. W. DUCKETT, Dallas: Few physicians have had or 
will have the opportunity to treat a comparable group of 
cases, but any general surgeon may at some time be con- 
fronted with the responsibility for a problem of this type. 
The only reference books available are those by Barrington 


Ward* of London, and Ladd and Grosst+ of Boston, both of 
which are already sadly out of date. Dr. Gross is now en- 
gaged in preparation of a new book on pediatric surgery 
which will revise many of the conclusions drawn in the 
original publication based on experience at the Boston Chil- 
dren’s Hospital prior to 1941. The mortality at that time in 
the Boston Children’s Hospital was 50 per cent for intrinsic 
obstruction of the duodenum and 60 per cent for extrinsic 
obstruction. Dr. Able has reviewed a personal series with 


mortality lowered to 30 per cent, which is excellent for these 
difficult cases. 


Particular attention should be given to his warning about 
the danger of using barium as a contrast medium in the 
newborn baby with suspected intestinal obstruction. The 
plain roentgen-ray film is adequate in most cases, clearly 
outlining the obstructed viscera with swallowed air. 


The correction of dehydration and electrolyte imbalance is 
of utmost importance in the conduct of these cases. This is 
probably the most significant factor in the improved results. 
Dr. Able has included all of the essential features in his 


detailed program for preoperative preparation and postopera- 
tive care. 


The many and varied anomalies of fixation of the intes- 
tine constitute a fascinating subject for consideration. These 
anomalies are inadequately described by the textbooks. Ex- 
amples may be found frequently at laparotomy, some pro- 
ducing symptoms and some not. No two are exactly alike. A 
simple explanation of these findings is to consider that the 
embryonic right colon failing to become fixed in the normal 
manner desperately tries to attach itself to any available 


* Barrington-W ard, L. E.: Abdominal Surgery of Children, ed. 2, 
London, Oxford University Press, 1937. 

t+Ladd, W. E., and Gross, R. E.: Abdominal Surgery of Infancy and 
Childhood, Philadelphia and London, W. B. Saunders, 1941. 
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structure. If complete rotation of the cecum into the right 
lower abdominal quadrant has failed to occur, efforts at 
attachment result in fibrous bands across the duodenum 
producing varying degrees of obstruction. The attachment 
may be to the liver or to the gallbladder. Complete rotation 
of the cecum may occur without normal fixation in which 
case the cecum may turn upward and become attached in the 
right upper quadrant or swing across and attach in the left 
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Tue surgical treatment of duodenal 
ulcer was possible after Wolfler’® performed the first 
gastroenterostomy for pyloric obstruction in 1881. 
The early operations, consisting of pyloroplasty and 
gastroenterostomy, were designed primarily to over- 
come obstruction secondary to duodenal ulcer. De- 
spite the high mortality, the surviving patients ob- 
tained good functional results. About fifty years ago 
the success with these early operations and the poor 
response to medical care prompted surgeons to apply 
these principles of gastroenterostomy and_pyloro- 
plasty to the active duodenal ulcer with hyperchlor- 
hydria. Gastroenterostomy plus local attacks on the 
ulcer itself became the operation of choice in many 
clinics because of the safety of the procedure and the 
apparent good results. Wider experience and longer 
follow-ups soon indicated that the results were, and 
are, good if the patient had obstruction with reduced 
gastric acids. However, when gastroenterostomy was 
done for the active duodenal ulcer with hyperchlor- 
hydria, more than 20 per cent of patients’ developed 
gastrojejunal ulceration. In a study of gastrojejunal 
ulcers occurring after gastroenterostomy, Walters and 
others!” showed that only 57.4 per cent had appeared 
at the end of ten years. Longer term follow-ups, there- 
fore, are necessary and have confirmed the poor re- 
sults of gastroenterostomy. 


German surgeons were quick to appreciate the in- 
adequacy of gastroenterostomy for the active ulcer 
and soon turned to subtotal gastrectomy as a defini- 
tive operation. Thirty years ago Finsterer® advocated 
resection of one-half to two-thirds of the stomach for 
duodenal ulcer. American surgeons were hesitant to 
accept gastrectomy because of the added risk of the 
operation and because they had not yet fully appre- 





* Resident in Surgery, Scott and White Memorial Hospitals and the 
Scott, Sherwood and Brindley Foundation. 

+Department of Surgery, Scott and White Clinic. 

Read before the Section on Surgery, Texas Medical Association, 
Annual Session, Dallas, May 6, 1952. 


SURGICAL TREATMENT OF DUODENAL ULCER 


and RALEIGH R. WHITE M.D., 
Temple, 






lower quadrant. Retrocecal and retroperitoneal appendices 
are examples of an anomaly of fixation. 


Anomalies of fixation of the mesentery of the small in- 
testine also may occur. Incomplete fixation may give rise to 
volvulus of the entire small intestine often found together 
with extrinsic obstruction of the duodenum. 


When duodenal obstruction is found at operation to be 
caused by extrinsic bands, it is essential to deliver the entire 
small intestine through the incision to avoid overlooking 
volvulus or additional anomalies of fixation, all of which 
must be corrected. 





Texas 


ciated the numerous failures of gastroenterostomy. 
Since 1930, however, subtotal gastrectomy has been 
widely accepted in America as an adequate operation 
for the cure of active duodenal ulcer. The present day 
low mortality of the procedure and the satisfactory 
long term follow-ups have substantiated this choice. 


Subtotal gastrectomy was placed on a firm physio- 
logic foundation by animal experimentation in 1940.1° 
By the use of histamine and beeswax, peptic ulcer was 
produced in laboratory animals. It was then possible 
to ascertain the degree of protection provided by the 
various operative procedures against the histamine- 
beeswax ulcer. Lannin® found that removal of the 
distal three-fourths of a dog’s stomach offered com- 
plete protection against the histamine-beeswax ulcer. 
As confirmation, Wangensteen’* noted that excision 
of 75 per cent of the stomach resulted in persistent 
achlorhydria in 63 per cent of the patients on whom 
resection was performed. Heuer and Holman* showed 
that the degree of acidity was directly related to the 
amount of stomach removed. Acid, then, appears to 
be an important factor in the genesis of duodenal 
ulcer, and the control of gastric acid is of paramount 
importance in its treatment. 


STUDY OF 460 OPERATIONS 


A consecutive series of 460 operations (440 pa- 
tients) for duodenal ulcer performed at the Scott and 
White Clinic from 1930 through 1950 has been re- 
viewed. A study of these cases emphasizes the chang- 
ing surgical concepts of ulcer therapy during that 
twenty year period. 

A clinical diagnosis of duodenal ulcer was made in 
6,147 patients, or once in every 50 admissions in the 
clinic. Figure 1 illustrates the percentage of patients 
with duodenal ulcer operated upon each year. Those 
needing surgical intervention ranged from 4 to 17 
per cent; but the percentage has remained constant 
at approximately 5 per cent for the last ten years. 
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These figures represent a conservative attitude, as the 
percentage operated upon was reported to be 8 per 
cent at the Lahey Clinic® and 14 per cent at the Mayo 
Clinic."! It is our opinion that the southern patient 
with ulcer perhaps is less likely to develop surgical 
complications than his Yankee neighbor. 

Certain impressions, which will be discussed, have 
been gained in this review relative to (1) results of 
various operative procedures utilized in surgery for 
duodenal ulcer and (2) indications for surgical treat- 
ment of duodenal ulcer. 


COMPARISON OF PROCEDURES 


Among the 460 operations performed for duodenal 
ulcer, there were 241 gastroenterostomies and 179 
gastric resections. Figure 2 graphically illustrates the 
proportion of gastroenterostomy to subtotal gastrec- 
tomy during this twenty year period prior to 1951. 
Whereas gastrectomy was rarely employed in 1931, 
approximately 9 out of 10 operations for duodenal 
ulcer are gastric resections today. Gastroenterostomy 
is reserved, generally, for the elderly patient with ob- 


Per cent of total patients who were 
treated surgically. 


42 44 44 48 50 


FIG. 1. Incidence of surgical treatment among patients with duo- 
denal ulcer from 1931 through 1950. 


struction and low gastric acids. The surgical staff has 
been hesitant to adopt vagotomy as a definitive opera- 
tion for duodenal ulcer. Our limited experience with 
the procedure does not justify detailed discussion. At 
the present time, we employ vagotomy for the pa- 
tient with gastrojejunal ulcer developing after an 
adequate gastric resection. 


A comparison of the results obtained in these two 
operative procedures, gastrectomy and gastroenteros- 
tomy, lends support to the present trend at this clinic 
toward resection as the operation of choice in the 
chronic duodenal ulcer with hyperchlorhydria. Where- 
as 97 per cent of the gastroenterostomies were pos- 
terior, 95 per cent of the gastrectomies were antecolic. 

There were 5 deaths, postoperatively, among the 
241 gastroenterostomy patients, a mortality rate of 
2.1 per cent. Among the 179 partial gastrectomies, 
only 2 patients, or 1.1 per cent, died postoperatively. 
The present widespread use of the antibiotic agents 
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and sulfonamide drugs has been suggested as a major 
cause of reduction in mortality from gastrointestinal 
surgery. It is interesting to observe that during the 
first decade of this study, these adjuncts were not 
available, yet there is no appreciable difference in 
mortality between the two periods 1930-1940 and 
1940-1950. The risk of colon resections, on the other 
hand, has dropped from 9.5 per cent during the years 
1918 to 1943 to 2.5 per cent in 1950 at the Scott and 
White Clinic.'* Apparently, careful attention to de- 
tails of technique still remains the safe bedrock of 
stomach surgery. 


A postoperative follow-up of from one to twenty 
years was obtained on 330 patients (consisting of 
155 resections and 175 gastroenterostomies) : 


Gastro-enterostomy 


Partial Gastrectomy 


a @ « 6 «ae « & 


FiG. 2. Relative percentages of gastroenterostomies and partial gas- 


trectomies used in the surgical treatment of duodenal ulcer from 1931 
through 1950. 


1. Gastrojejunal ulcer occurred postoperatively in 
26, or 15 per cent, of patients having gastroenteros- 
tomy. Only 3 patients, 1.9 per cent, developed stomal 
ulcers after gastrectomy. 

2. It is of interest that there was evidence of fur- 
ther bleeding of the upper gastrointestinal tract after 
leaving the hospital in 22 patients, or 12 per cent, 
after gastroenterostomy. Only 2, or 1.2 per cent, of 
patients bled subsequent to gastrectomy. 


3. Significantly, additional gastric surgery was nec- 
essary in 13 patients, or 7.5 per cent, after gastro- 
enterostomy. None of the gastrectomy group have 
had further gastric surgery. 


Results were classified as excellent if the patient 
stated he had no further difficulty with his stomach. 
Using this criterion, excellent results were obtained 
in 39 per cent of gastroenterostomies and in 65 per 
cent of gastrectomies. Good results occurred in 9 per 
cent of gastroenterostomies and in 15 per cent of 
gastrectomies. Poor results were recorded in 52 per 
cent of gastroenterostomies and in 20 per cent of re- 
sections. By grouping the excellent and good results 
together as satisfactory, only 48 per cent of patients 
with gastroenterostomy obtained a satisfactory result, 
as compared to 80 per cent satisfactory results after 
gastrectomy. 
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INDICATIONS FOR SURGERY 


The indications of operative intervention in this 
series were the classical ones of pain, obstruction, 
hemorrhage, and acute perforation. 


Pain —Intractability to medical treatment consti- 
tuted the commonest cause for surgical intervention 
in 192 instances, or 43.6 per cent. If significant pain 
which is incompatible with a person’s ordinary activ- 
ity persists despite adequate medical treatment, sur- 
gery has been advised. Surgery should not be con- 
sidered a substitute for medical treatment; it is in 
reality an adjunct and should supplement medical aid. 
We would like to emphasize, however, that the ex- 
treme of avoiding a surgeon’s knife does not in itself 
constitute an adequate solution to duodenal ulcer or 
good, sound medical care. In a study of 997 patients 
with duodenal ulcer at the Massachusetts General 
Hospital,‘ medical treatment alone produced satisfac- 
tory results in only 45.6 per cent of patients with 
long term follow-ups, whereas surgery produced 76.1 
per cent satisfactory results. In evaluating the success 
or failure of medical treatment, various aspects of the 
problem should be considered, economic as well as 
medical. We believe that a patient with duodenal 
ulcer is entitled to a plan of management that per- 
mits performance of reasonable responsibilities and 
activities. Diet and medication, although necessary, 
should not be employed to the extreme of keeping a 
“gastric cripple” off the operating table. On the other 
hand, we strongly believe that surgery should not be 
employed for the convenience of the patient with 
duodenal ulcer who tires of reasonable restrictions of 
diet. To subject a patient to operation on the premise 
that a surgical procedure will relieve him of the ne- 
cessity for care in his diet, or for the limitations to 
activity commonly recommended in medical therapy 
for ulcer, is not permissible. Such a patient is a likely 
candidate for marginal ulcer. It is obvious, therefore, 
that selection of the patient for surgery because of 
intractable pain requires careful judgment. 


At the present time, we recommend a subtotal gas- 
trectomy, with removal of the distal three-fourths of 
the stomach, as the procedure for intractable duodenal 
ulcer. Anything else (excluding vagotomy) is a com- 
promise which is not acceptable. 

Obstruction—In our series 139 patients, or 31.6 
per cent, were operated upon because of obstruction. 
Mechanical obstruction, now as always, constitutes a 
clear-cut indication for surgery. It is our impression 
from a review of these cases that if a patient requires 
hospitalization because of penetrating ulcer with gas- 
tric retention, as a rule surgery should be advised. 
Although it is true that careful hospital management 
may relieve the immediate obstruction, ultimate fail- 








ures requiring surgery are so high in this group that 
operation had best be advised at an early date. In the 
past, we probably have been a bit too conservative in 
these patients. 

If the obstruction is due to scar tissue from a 
chronic, “burned-out” duodenal ulcer with atrophic 
gastritis and low gastric acids, a posterior gastroenteros- 
tomy serves admirably with lasting good results. Care 
should be exercised not to apply gastroenterostomy to 
all patients with obstructing duodenal ulcers. If the 
obstruction is due to an active, penetrating ulcer with 
obstruction secondary to marked inflammatory reac- 
tion and edema in a patient with hyperchlorhydria, 
gastroenterostomy should not be done. At least a three- 
fourths gastrectomy is necessary. The importance of 
this last point cannot be overemphasized because of 
the high incidence of gastrojejunal ulcer following 
gastroenterostomy in these patients. 

Hemorrhage——Hemorrhage was the cause of opera- 
tion in 69 patients, or 15.6 per cent. In a consecutive 
series of 1,188 patients with duodenal ulcer studied at 
the Scott and White Clinic,’ 229, or 19.2 per cent, 
gave a history of bleeding. Repeated massive hemor- 
rhage or minimal bleeding that is persistent in our 
Opinion is an indication for surgical intervention. This 
is especially true in the patient over 45 years of age. 
The operative procedure of choice in these patients 
with hemorrhage is a 75 per cent subtotal resection 
with excision of the duodenal ulcer. 

Opinion today is divided as to whether the patient 
with acute massive hemorrhage from duodenal ulcer 
should be operated upon as an emergency procedure 
or should be treated conservatively. The extremes of 
opinion are exemplified by Stewart and others,* who 
performed resections on all patients (65) with mas- 
sive hemorrhage with a resulting mortality rate of 
10.7 per cent, and by Costello, who treated all pa- 
tients (300) conservatively with a mortality rate of 
4 per cent. A review of all deaths at the Scott and 
White Clinic from 1939 through 1948 revealed only 
2 deaths from bleeding peptic ulcer.t As a rule, we 
have been accustomed to employ careful conservative 
treatment for massive hemorrhage from the upper 
gastrointestinal tract. We do think, however, that an 
occasional patient with massive bleeding who might 
otherwise die may be saved by prompt surgery. Good 
judgment in selection is essential in this group. 

Perforation —There were 40 patients, 9 per cent, 
with acute perforations. Simple closure of the ulcer 
was done in all but 2 patients. One had a gastro- 
enterostomy in addition and the other patient had a 
gastric resection. There were 4 postoperative deaths 
for this group, a mortality rate of 10 per cent. A fol- 
low-up survey of one to twenty years on the 36 sur- 
vivors showed that 20 had no further trouble and 
were symptom free. Additional surgery for duodenal 
ulcer was done in 8 patients, and the remaining 8 


TEXAS State Journal of Medicine 


DUODENAL ULCER—Powell & White—continued 


had ulcer symptoms. Subsequent perforation devel- 
oped in only 2 patients. In our opinion, a history of 
duodenal ulcer perforation or a recently healed per- 
foration does not constitute, in itself, sufficient reason 
for additional surgery. 


SUMMARY AND CONCLUSIONS 


A review of 460 operations for duodenal ulcer in 
440 patients during a twenty year period from 1930 
through 1950 at the Scott and White Clinic is pre- 
sented. 


A comparison is made in the incidence and results 
of subtotal gastrectomy and gastroenterostomy dur- 
ing this period. 

At present, in our opinion, the operation of choice 
for chronic duodenal ulcer is a 70 to 75 per cent sub- 
total gastrectomy. The operative mortality following 
gastrectomy for duodenal ulcer has been 1.1 per cent, 


and 80 per cent of the patients followed have thus far 
obtained a satisfactory result. 


Gastroenterostomy should be reserved, ideally, for 
the elderly patient with a chronically obstructing duo- 
denal ulcer with low gastric acidity. 


The indications for operative intervention in pa- 
tients with duodenal ulcer are presented and discussed. 
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ABSTRACT OF DISCUSSION 


Dr. WILLIAM A. ALTMAN, Dallas: This is an excellent 
study of a large group of patients. Figure 1 illustrates well 
that before 1941 a fairly large percentage of duodenal ulcer 
patients were operated upon, and during that time most of 
the patients received a gastroenterostomy. After 1941 the 
percentage of duodenal ulcer patients treated surgically has 
fallen to the low 5 per cent mark, and since that time gastric 
resection has steadily gained in popularity. The low mor- 
tality rate of 1.10 per cent on this entire group of patients 
receiving gastric resection illustrates well what can be accom- 
plished by careful preoperative and postoperative care in the 
handling of the patient by a team working together as a unit. 


I feel as Drs. Powell and White do that there is a place 
for gastroenterostomy; however, its use must be limited to 
the chronically obstructed patient with a low acidity. We 
must be cautious not to operate on a patient who has recent 
asymptomatic pyloric obstruction with little or no ulcer his- 
tory, because a fair number of these patients will be found 
to have a carcinoma. During the past few months I have 
resected 3 patients with recent asymptomatic pyloric obstruc- 
tion but with no mass or roentgen-ray evidence of carci- 
noma. Each of these patients had an infiltrating carcinoma 
at the pylorus. If we choose to do a gastroenterostomy, we 
must know that the obstruction is chronic, and we must be 
certain that the disease is not carcinoma. 


I do not think it makes much difference whether we do a 
posterior or anterior anastomosis either for the gastroenteros- 
tomy or the gastric resection. If the transverse mesocolon is 
long and thin, I find it easier to do a posterior anastomosis; 
however, with a short fat mesocolon, I prefer the anterior 
anastomosis. I also doubt if it makes much difference which 
direction the jejunum is placed on the stomach; however, 
for a resection I usually choose the routine Polya resection 
and place the distal jejunum on the lesser curvature side of 
the stomach and make the loop of the jejunum as short as 
possible from the ligament of Treitz to the anastomosis. In 
doing a gastroenterostomy we must be careful to place the 
jejunum in the most dependent portion of the stomach so 
that it will empty properly. I think that it is important to 
reduce any dilated stomach as close to normal size as pos- 
sible before any anastomosis because of the possibility of 
shrinking of the stoma. 


Gastric resection at the present time is by far the best 
operation for duodenal ulcers requiring surgery, but we must 
continue to choose our cases carefully. If the patient will 
not cooperate with medical management, we will do well to 
avoid operating upon him, because he will not cooperate 
with the surgeon any better than he did with the internist. 
He is sure to have further trouble. 


EDITORIAL WARNS OF NEW DRUG 


Adequate proof is lacking that a new drug, “betasyamine,” 
1s effective and safe for the treatment of heart disease, rheu- 
matoid arthritis, and poliomyelitis, The Journal of the 
American Medical Association said editorially in the Octo- 
ber 11 issue. The Journal referred to an article in the No- 
vember issue of a popular national magazine which de- 
scribed the new drug and claimed for it dramatic healing 
effects. The drug, reportedly, is a combination of two drugs 
—betaine and glycocyamine — according to the editorial, 
which pointed out that published clinical data on the two 
compounds are extremely limited. In addition, it said, “physi- 
cians should note that the safety of these drugs in the doses 
used has not been certified by the federal Food and Drug 


Administration, so that they are available only for experi- 
mental use.” 









PROLAPSE GASTRIC MUCOSA 


Its Diagnosis and Significance 
WILLIAM TOM ARNOLD, M.D., Houston, Texas 


Pro apse of the gastric mucosa 
into the duodenum was first described and proved 
surgically by von Schmieden in 1911.'° It remained 
for Eliason, Pendergran, and Wright,* in this country, 
to report in 1926 the first clear description of the 
roentgenographic signs produced by this condition. 
Only isolated reports are found in the literature from 
that time until 1946, when Scott'! presented an ex- 
cellent review of the subject and revived an interest 
in its diagnosis and clinical significance. In a review 
of 1,346 cases of disease of the upper gastrointestinal 
tract, he found 14 cases of prolapse, an incidence of 
1.04 per cent. Others have reported an incidence of 
from 3.38 per cent” to 14 per cent” in upper gas- 
trointestinal tract roentgen-ray examinations. It is 
thought by those interested in the subject that the 
incidence is much greater than is generally récog- 
nized. Recently Kaplan and Shepard® in a review of 
the literature found a total of 40 cases of prolapsed 
gastric mucosa which were proved at operation, and 
added 4 of their own. They found well over 100 cases 
of prolapse reported from roentgenographic findings. 
Another case, previously reported,'? which was proved 
by surgery is not included in their review. 


ETIOLOGY 


The etiology of this disorder is unknown. Golden* 
has theorized that a gastritic process explains the fail- 
ure of the muscularis mucosa to keep the mucosal 
folds in their normal longitudinal distribution during 
antral systole and, if the folds are not so oriented, the 
mucosa becomes rolled up and is pushed along in the 
direction of the pylorus. Other investigatorst have 
thought that chronic inflammation of the mucosa 
from physical, chemical, or bacterial irritants results 
in hypertrophy and redundancy of the mucosa with 
subsequent prolapse. Gastritis was not a significant 
factor in the cases studied by Van Noate,' and his 
studies included repeated gastroscopic examinations. 
Scott was of the opinion that a preexisting disease of 
the gastric mucosa was not necessary for the produc- 
tion of prolapse. He thought that it was inherent in 
the walls of the normal stomach and any factors that 
produced hyperperistalsis might play a part in its pro- 
duction. Cove and Curphey” concluded that the condi- 
tion is a mechanical one resulting from hypermotility 
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of the gastric mucosa. I am in full agreement with the 
mechanical factor but believe that an additional fac- 


tor, redundancy of the gastric mucosa, must be pres- 
ent. 


CLINICAL FINDINGS 


Many clinicians and roentgenologists in the past, 
as well as the present, feel that prolapse of the gastric 
mucosa into the duodenum is merely a curiosity ob- 
served during routine roentgenographic examination 
of the upper gastrointestinal tract. It is generally 
agreed that the symptoms, if any, depend upon the 
degree of prolapse. Bockus' concluded that moderate 
degrees of redundancy of the pyloric mucosa are not 
uncommon and that unless there is an associated gas- 
tritis or actual prolapse of the gastric mucosa into the 
duodenum interfering with gastric emptying, symp- 
toms are not produced. Other investigators believe 
that lesser degrees of prolapse without associated gas- 
tritis are capable of producing symptoms. 


It is true that the symptomatology associated with 
prolapse of the gastric mucosa is not sufficiently char- 
acteristic to warrant a clinical diagnosis and that the 
diagnosis is established by the findings at roentgeno- 
graphic examination. In general, the symptoms mani- 
fested are usually suggestive of disease of the upper 
gastrointestinal tract, and the condition is encountered 
most frequently in patients in the fourth, fifth, and 
sixth decades of life. 


The symptoms are indeed variable, and the history 
may be one of intermittent distress of from several 
weeks to many years’ duration. Kaplan and Shepard® 
in reviewing the symptomatology of the 44 cases 
proved at surgery found the following: epigastric 
pain of varying degree (about two-thirds of the 
cases); digestive symptoms such as nausea, indiges- 
tion, and loss of appetite (about one-third); vomit- 
ing (about one-sixth); epigastric fullness (less than 
one-sixth); and gastrointestinal bleeding, that is, 
hematemesis and melena (more than one-third). 
One must keep in mind that duodenal ulceration with 
prolapse of the gastric mucosa has been observed and 
reported to have occurred in 38.5 per cent of the 
cases studied by Feldman and Myers.® They also 
found an incidence of gastric ulcer associated with 
prolapse of the gastric mucosa in 5.8 per cent of 
their cases. Duodenal ulceration was found in 1 of 
the cases subsequently reported. In 2 instances I also 
observed a large, short, esophageal hiatus hernia, 
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PROLAPSE GASTRIC MUCOSA — Arnold — continued 


which I thought might help account for the pro- 
nounced symptoms experienced by each patient. 


Intermittent epigastric pain is usually the present- 
ing complaint, and occasionally this may be associated 
with intermittent nausea and vomiting. The physical 
examination is usually negative except for mild mid- 
epigastric tenderness. In some instances this finding 
is Consistent with those seen in an active duodenal 
ulcer. In general most of the patients appear well 
nourished. 


The laboratory studies may reveal an unexplained 
hypochromic anemia of varying degree, with per- 
sistent occult blood in the stool. Gastric analysis as 


Age 
Case (Yr.) 


Duration of 
Sex Symptoms 


“Indiges- Epigastric 
Pain 


tion” 


TABLE 1.—Summary of 17 Cases of Prolapse Gastric Mucosa. 


Bleeding Vomiting 
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prolapse of the gastric mucosa: (1) defect in the 
base of the duodenal bulb; (2) honeycomb, mush- 
room, or lobulated defect in the bulb; (3) variations 
in the appearance of the bulb during the same and on 
repeated examination; (4) disappearance of the de- 
formity in the bulb when the prolapse is reduced; 
(5) nonirritable bulb; (6) accelerated gastric per- 
istalsis; (7) an increase in the caliber of the gastric 
mucosal folds; (8) gastric folds prolapsed into the 
bulb; (9) multiple linear negative defects in the 
pylorus, passing into the duodenum; (10) variable 
and marked pyloric changes; and, (11) stomach 
evacuation normal or increased. The differential diag- 
nosis by roentgenray may include the following: py- 
loric carcinoma, pyloric ulcer, prolapsing gastric 
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a rule shows normal acidity. Gastroscopic examina- 
tion in simple prolapse in some of the cases studied"® 
revealed no abnormalities; however, hypertrophic gas- 
tritis has been observed and was believed to be a 
causative factor in other cases. 

The roentgenogram is essential for establishing the 
diagnosis, the characteristic defect being an “umbrel- 
la-like” or “mushroom-shaped” configuration of the 
base of the duodenal bulb. In addition, a variable fill- 
ing defect in the prepyloric area is often produced by 
the redundant, prolapsing gastric mucosa. The roent- 
gen-ray findings may vary from minute to minute 
during the fluoroscopic examination, and repeated ob- 
servation and roentgenograms may be necessary be- 
fore a diagnosis is tenable. 

Feldman and Myers® recently studied 371 consecu- 
tive cases of roentgenographic examinations of the 
upper gastrointestinal tract and found evidence of 
gastric mucosa prolapsed into the duodenal bulb in 
52 cases, an incidence of 14 per cent. They listed the 
following roentgenologic findings as characteristic of 


NOVEMBER 1952 


polyps, hypertrophic gastritis, duodenal ulcer, duo- 
denal polyp, and hypertrophied pyloric sphincter. 


TREATMENT 


Symptomatic medical treatment will suffice in the 
majority of cases of prolapsed gastric mucosa, along 
with reassurance to the patient that he does not have 
an ulcer or cancer. A bland diet and antispasmodics 
will prove of benefit in most cases. In some instances 
in which nervous tension appears to be a factor, 
sedation with the barbiturates is beneficial. 


I disagree with Kaplan and Shepard’s® statement 
that, “all the patients with a prolapsed gastric mucosa 
should have a trial of medical management which 
should include a bland, soft diet, and antispasmodic 
drugs. If they fail to respond to treatment in a month, 
an exploratory laparotomy is indicated.” In my opin- 
ion, only patients who have complications or in whom 
the findings do not exclude malignancy require sur- 
gical treatment, and these cases are indeed rare. The 
complications are pyloric obstruction, ulceration, and 





Fic. 1. Left. Preoperative gastrointestinal roentgenogram showing 
prolapse into the base of the duodenal bulb (honeycomb, mushroom, 
or lobulated defect) with partial obstruction. Note the large hiatus 
hernia. 


repeated hemorrhages. Some cases will be encoun- 
tered in which polyp formation and suspected malig- 
nancy cannot be definitely excluded. In such instances, 
one should perform the simplest surgical procedure 
which will give the desired results. This may consist 
of an operation directed toward removal of the pro- 
lapsed mucosa, short circuiting the diseased area, or 
enlarging the pyloric outlet and may be accomplished 
by pyloroplasty, gastrojejunostomy, and in some in- 
stances partial gastrectomy. 

In a report by Harris and Byrne* 30 instances of 
prolapse of the gastric mucosa were found in 1,000 
patients, and 9 were treated surgically. Eight were 
treated by pyloroplasty, and in 6, the redundant mu- 
cosa was also excised. They considered it too early io 


FiG. 2. Left. Gastrointestinal roentgenogram showing multiple lin- 
ear negative defects (prolapse gastric mucosa) in the pylorus, passing 
into the duodenum; prepyloric changes suggestive of a filling defect, 
and question of carcinoma. 


Right. Postoperative film on the same patient again revealing 
marked prepyloric narrowing and prolapse into the base of the bulb 


evaluate the results fully since operation was per- 
formed on their first patient only two years prior to 
the report; however, all patients on whom surgery 
was performed had remained symptom free. They 
thought that excision of the extruded mucosa with 
pyloroplasty is probably the procedure of choice. 


MATERIAL 


Seventeen cases of prolapsed gastric mucosa fur- 
nished the basis for this report. The age of the pa- 
tients, duration of symptoms, laboratory studies, roent- 
genoscopic findings, and response to treatment are 
outlined in table 1. I believe that the series is too 
small to serve as the basis for statistical conclusions. 

The youngest patient was 29 years and the oldest 


Right. Another gastrointestinal film of the same patient revealing 
a definite ‘‘mushroom”’ defect, prolapse into the duodenal bulb. 
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PROLAPSE GASTRIC MUCOSA — Arnold — continued 


72 years. Duration of symptoms varied from one 
week to twenty years. Every patient complained of 
“indigestion,” and all but one noted varying degrees 
of epigastric pain. Severe hematemesis occurred in 
one instance and pronounced melena in another with 
an associated duodenal ulcer at the peak of the cap. 
Vomiting was a complaint in all but 5 cases. Weight 
loss was a feature in 5 instances, being pronounced 
in 1 case. Gastric analysis revealed normal to low 
free and total acid levels in the majority of patients, 
being excessively high in one who had an active duo- 
denal ulcer. 


Variable roentgen-ray findings relating to the de- 
gree of prolapsed gastric mucosa were noted fluoro- 


FIG. 3. Typical example of prolapse gastric mucosa into the bulb. 


scopically and on the standard films. There was an as- 
sociated hiatus hernia, short esophagus type, noted in 
2 cases. 

Pyloric obstruction was found in 1 patient neces- 
sitating surgical intervention for what was thought 
to be a prepyloric carcinoma. In only 1 case was an 
active duodenal ulcer present, and there were no in- 
stances of a gastric ulcer. 


SUMMARY 


Seventeen cases of prolapse of the gastric mucosa 
are presented along with a review of the recent litera- 
ture pertaining to the subject. 

The symptomatology is variable depending upon 
the degree of the prolapse. The usual symptoms con- 
sist of epigastric pain, nausea with vomiting, vague 
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indigestion, anorexia, epigastric fullness, and gastro- 
intestinal bleeding, that is, hematemesis and melena. 
A clinical suspicion with a tentative diagnosis of 
prolapsed gastric mucosa is possible, but a definitive 
diagnosis is dependent upon the characteristic fluoro- 
scopic and roentgenographic findings; the character- 
istic defect being an “umbrella-like” or “mushroom- 
shaped” configuration in the base of the duodenal 
bulb with a variable prepyloric mucosal pattern. It is 
my thought that perhaps the prepyloric changes have 
not been emphasized sufficiently in the literature. In 
2 of my cases an associated hiatus hernia of the short 
esophagus type was noted and apparently increased 
the severity of the symptoms. 

The differential diagnosis should include peptic 
ulcer, functional indigestion, gallbladder disease, gas- 


Note the ‘“‘mushroom-like,’’ ““honeycomb’”’ defect in the bulb. 


tric carcinoma, gastritis, prolapsing gastric polyps, 
and hypertrophied pyloric sphincter. 

Treatment is medical as outlined, except in those 
rare cases in which symptoms are incapacitating or 
complications occur; then surgery should be per- 
formed. 

The existence of this entity has been questioned 
because it lacks a definite clinical pattern. This skep- 
ticism is justifiable and results from the frequent 
association of other gastrointestinal lesions with pro- 
lapse of the gastric mucosa and the limited sympto- 
matology which can arise from gastrointestinal lesions 
—poorly localized pain, nausea, vomiting, and dys- 
pepsia, and, as is true of most other gastrointestinal 
lesions, roentgenographic information is necessary to 
establish its existence. 
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ABSTRACT OF DISCUSSION 


Dr. J. E. MILLER, Dallas: Prolapse of the gastric mucosa 
into the base of the duodenal bulb is a common finding. 
This is true whether there is a good indication for the 
gastrointestinal study or whether it is done just as a survey 
procedure. Evaluating the significance of prolapse of the 
gastric mucosa falls into the realm of nebulous entities 
which internists indulge in so frequently. I certainly find 
myself in a quandary if I make an attempt to evaluate the 
significance of this finding. There was a time soon after 
Dr. Scott in 1946 gave his report when I would report 
prolapse of the gastric mucosa, however slight. This became 
rather embarrassing since some 25 per cent of the reports 
emanating from my department would contain a statement 
to the effect that prolapse of the gastric mucosa was pres- 
ent. Such a statement being repeated so frequently meant 
nothing to the persons who received it and in fact still 
means nothing to a fairly good percentage. At present I 
make comment of the prolapse of the gastric mucosa only 
when there is a significant degree of prolapse and there is 
no question that it exists. The minor changes and those with 
probably slight prolapse are not reported. Evaluating the 
group with definite prolapse is still a difficult procedure. 


PATIENT LOAD INCREASED 


The number of patients a physician sees per week now is 
almost as great as during the rush periods of World War II, 
a survey of western Pennsylvania physicians made by the 
Graduate School of Public Health of the University of Pitts- 
burgh indicates. Reported in the September issue of Medical 
Economics, the statistics showed that in 1945 a general prac- 
titioner saw an average of 133 patients weekly; now he sees 
107 different persons. The weekly number of patients for 
specialists ranges from 40 for the neuropsychiatrist to 99 for 
the pediatrician, with the eye, ear, nose, and throat physician 
the only specialist seeing more than the general practitioner 


There is still a significant degree of prolapse of the gastric 


mucosa in 10 per cent of the gastrointestinal studies which 
I see. 


I am addicted to taking polygraphs of the distal end of 
the stomach and the duodenal bulb. This procedure obtains 
4 views of these vital areas on one 10 by 12 inch film. On 
occasion I have taken a second set of polygraphs or 8 addi- 
tional views when there was some question about the duo- 
denal bulb. On some occasions I have seen that the prolapse 
was not so obvious on the second set of polygraphs and that 
a duodenal ulcer could be recognized. It is my impression 
that a duodenal ulcer may be masked by this prolapse of 
the gastric mucosa and that the clinician treating prolapse 
of the gastric mucosa may be treating a duodenal ulcer. 

It is not likely that surgery will become an important 
method of treating this condition. This is true because it is 
still not possible reasonably to evaluate the significance of 
this roentgen finding. Pathologists and surgeons know little 
about it and are not able to speak of it with any degree of 
authority. There are no really good scientific data which 
would give information concerning the significance of pro- 
lapse of the gastric mucosa. With present information avail- 
able its exact significance seems to me unknowable. 

There is little doubt in my mind that this abnormality is 
of significance in some patients. Ascertaining in which pa- 
tient this is true is a clinical problem. Once the clinician 
charged with the responsibility of caring for the patient in- 
dicates that the prolapse of the gastric mucosa is of signifi- 
cance in a particular patient, he may or may not be right. 

It is my hope that prolapse of the gastric mucosa does 
not take the same course that hiatus hernia has taken in the 
last three years. My reason for saying this is that I do not 
believe that prolapse of the gastric mucosa is as important 
as hiatus hernia in producing symptoms. About three years 
ago the internists became very interested in hiatus hernia 
and now frequently make the diagnosis before the roentgen 
examination is done. In fact, where they list possibilities, on 
requisitions it is probably a more frequent possibility than 
peptic ulcer. This of necessity means that their impression 
is frequently wrong insofar as being proved by the roent- 
gen examination. If every patient who had epigastric pain, 
nausea with vomiting, vague indigestion, anorexia, epigastric 
fullness, and gastrointestinal bleeding was considered to have 
prolapse of the gastric mucosa as the first choice, the roent- 
gen-ray examination would substantiate this impression more 
often than it would substantiate peptic ulcer or hiatus hernia. 
I do not recall a single requisition coming to me with the 
clinician suggesting the possibility of prolapse of the gastric 
mucosa, whereas it is becoming almost routine when the 
clinician puts any clinical information on the requisition to 
say that hiatus hernia or peptic ulcer is suspected. If prolapse 
can be proved to be of any great significance, this situation 
may change and we will be reminded to look for three 
things instead of the now usual two. 


—an average of 112. The patient load varies little as a re- 
sult of changes in ratio of physicians to population or wealth 
of the community. 


One out of 3 people is totally disabled every year; and for 
1 out of 7 that disability endures five weeks or more. In 
twelve months, 1 out of 12 is hospitalized for an average 
stay of ten days. Americans lose more than 1 billion days 
of work each year because of sickness. In an average life- 
time, a person will be disabled seventeen times.—Best’s 
Insurance News, Feb. 1952; quoted in Current Medical 
Digest, July, 1952. 
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REGIONAL ENTERITIS 


MILFORD O. ROUSE, M.D; CECIL O. PATTERSON, M.D,; 
HERBERT A. BAILEY, M.D. Dallas, 


Tuoucu many writers credit 
Crohn, Ginzburg, and Oppenheimer" with the orig- 
inal description of regional enteritis in 1932, it is 
probably true that Combe and Saunders’ described 
this disease in 1806, and that Dalziel’* reported 8 
cases which he recognized as nontuberculous and 
called “chronic interstitial enteritis” in 1913. Never- 
theless, credit for focusing attention on this important 
enterologic problem must be given to Crohn and his 
associates. Many papers, usually dealing with the sur- 
gical experiences of various groups, have been writ- 
ten in the past nineteen years, but it is notable that 
little of importance has been added to the original 
clinical and pathologic description. 


The purpose of this paper is to focus the attention 
of physicians, particularly diagnosticians and intern- 
ists, on regional enteritis. The material reviewed con- 
sists of 46 definitely proved cases, part of which are 
private patients and the remainder of which are taken 
from the records of Dallas hospitals. 


DIAGNOSIS 


The originally described stages still serve a useful 
purpose for discussion of the diagnosis of regional en- 
teritis. 

The acute stage so closely resembles acute appendi- 
citis that only the foolhardy would delay a surgical 
exploration because of suspected regional enteritis. It 
has been suggested that “Crohn’s disease” does not 
begin acutely, but is insidious from the start.’ Thus, 
the so-called acute form would represent secondary 
infection of an already chronically diseased bowel. 


TABLE 1.—Roentgen-Ray Findings: 25 Cases.* 
Area Involved No. 
Ileum beatae 
Ileum and cecum 
Duodenum 
Jejunum 
Skip areas 


Signs by Roentgen-Ray 
Narrowing 
Dilation ee 
Altered mucosal pattern... 
Puddling of barium 
Sinus 


*Roentgen-ray examination was not done in 21 cases. Diagnosis in 
them was by surgery. 


The other stages of regional enteritis are more 
chronic. There is a form resembling chronic ulcera- 
tive colitis, one with evidence of chronic obstruction, 
and a fistulous type, all allowing more time for diag- 
nostic procedures than does the acute form. It is well 
to bear in mind that obstructive disease, particularly 
of the jejunum, or enteritis of any portion of the 
small bowel may lead to a clinical picture resembling 
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sprue or celiac disease* due to loss of food from vom- 
iting or hypermotility. 

The differential diagnosis has been completely cov- 
ered in the literature and will not be repeated here. 

The most effective single diagnostic tool is roent- 
genologic examination of the gastrointestinal tract. In 
1934, Kantor”® described his “string sign” and several 
discussions have appeared since that report.*: °° 41, 42 
Marshak** and the Mount Sinai group have recently 
reviewed their findings in ileojejunitis. 

The results of the roentgen-ray studies in our group 
are shown in table 1. It is worthy of note that in 21 
instances exploratory laparotomy was done before 
roentgen-ray studies because of a preoperative diag- 
nosis of appendicitis. The ileum was involved in 23 
of the 25 cases diagnosed by roentgen-ray study. 

The type of roentgenographic abnormality is also 
shown in table 1. A narrowing or obliteration of the 
lumen of a segment of the bowel is most common 
with narrowing or stenosis in most instances being 
equivalent to Kantor’s string sign. 


TABLE 2.—Location of Lesion: 46 Cases. 
Location 


Ileum . 

Ileum and cecum 

Ileum and jejunum. . bade hc 
Duodenum, jejunum, and ileum 


Roentgen examination is not infallible even when 
regional enteritis is suspected. Yunich and Crohn* 
called attention to the necessity of seeking explora- 
tory laparotomy if the roentgen-ray study is negative 
and the clinical findings are present. 

The location of the lesion as determined by all 
methods in the 46 cases reviewed is shown in table 2. 
It is significant to note that approximately 90 per 


cent of instances showed the disease confined to the 
ileum. 


PERSONAL HISTORY AND 
SYMPTOMS 


Table 3 summarizes the personal statistics in the 
group of 46 cases reported herein. Other observer. 
have reported that regional enteritis affects malés 
predominantly. In our series and in that of Armitage 
and Wilson*! the females outnumber the males. 

This disease is primarily one of young persons with 
the greatest number of patients falling in the third 
and fourth decades. Regional enteritis has been re- 
ported in the newborn*® and in a 77 year old woman.® 
Our oldest patient was a woman aged 56 years. 
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Marks and Fink,** reporting from Harlem Hos- 
pital, found regional enteritis a rare disease among 
Negroes, and our series confirms this point. Regional 
enteritis has been said to occur predominantly in 
Jews,** but this concept is now largely abandoned. 

From table 3, it is obvious that regional enteritis 
is not an occupational disease. However, some writers 
have emphasized the importance of a possible psycho- 
somatic aspect of this disease,®® 4° and it should be 
borne in mind both in medical treatment and in post- 
operative rehabilitation. 


TABLE 3.—Personal Data: 46 Cases. 





Sex: Male Female 
19 27 
Marital 
Status: Single Married Widowed Divorced Unknown 
14 28 2 1 1 
Age: Range 0-9 10-19 20-29 30-39 40-49 50-56 Unknown 
9-56 2 4 15 12 7 4 2 
Race: White Negro 
44 Ps 
Occupation: Housewife Students Miscellaneous * 
16 7 





*Includes doctor, lawyer, preacher, farmer, teacher, clerk, and so 
forth. 


This disease does occur uncommonly in several 
members of a family*: ® and in our group there is one 
instance of brother and sister having the disease. 


Table 4 summarizes the symptoms of the patients 
in this series of 46 persons with regional enteritis. 
Pain was lacking in only 3 cases. Nausea, vomiting, 
and diarrhea were the next most common symptoms. 
Diarrhea sometimes alternated with constipation. 
Weight loss was not as prominent a feature as had 


TABLE 4.—Symptoms: 46 Cases. 





Symptom No. Cases 
Pain (cramping 38, constant 5, recurrent attacks 20)... 43 
AI ND cg ook sg. gcl dotionte wre eens eup rene Taare 26 
I ere cr eh a paoaciacl oe ease eau eee 20 
I 2c ote: & docaic ts Tare, Slate Ase <8 aa eae oar 8 
RII og Saris oak aaah, ssc ems IS ere es Meteo Smtr 5 
No ova SS, wi a baie eS ee eee 8 
5 nn Set ge Oe na a ciecapeale tee mieier aye eae 4 
II 2 0s Aen iran eae e teeta cuLee ent ne Oot hla 4 
ores ghey eee aed Th ick ak BS) eee nae cee ek oa WS 4 
Moreen Poca tat ess A) She Lo SNS Vel aS OCS aes 6 
SE Oe i. oleae eb de eyed aq dualees pie eR Ne CaS 3 
I Sita arts Siete a, Sn ea tk ae ayers ac OR a ar a 
Riper SESHACMOLY AMIOCHION... ©. ook. ee ce cs sees 3 

Duration 
RNR Rela hte 6 et eal acid Rida ECHR A a ore torneo ae eek AS 18 
oS 1k a ag hel hk Dine wk Wn oe Oe ae 14 
SL IPRS SSE AC SPRCRT NE Seti ty Seg en cerca geen are er 12 
AMIR Wy NOIR so) 5 Paces avds oh ca sca oun carardeiecsionalaedes aval 5 
I 8g vig. ere. viacties oa asus aise hw Kale SISA Se was 2 





been anticipated. The duration of symptoms is taken 

from the histories as accurately as possible and in- 

cludes some patients with the recurrent disease. There 

is close statistical agreement between this group and 
tec 2, 17, 24, 29 

other series;* **> ** 





PHYSICAL AND LABORATORY 
FINDINGS 


Among the physical findings, tenderness was the 
most common manifestation. A mass was present in 
only 6 of the cases, which is a smaller proportion 
than that noted in other groups.®: 1*:?® Jackman and 
Smith? reported 31.6 per cent of 114 cases with 
perianal abscess as an intercurrent or historical part 
of the disease, yet there were only 3 such cases in this 


series. The pertinent physical findings are summarized 
in table 5. 


TABLE 5.—Physical Findings: 46 Cases. 
Tenderness: Generalized RLQ RUQ LLQ Peri-umbilical Epigastric 


13 24 3 2 1 3 
Mass: Total RLQ RUQ LLQ Recurring 
6 4 1 1 2 
Fistula: 3 (2 internal, 1 external 


Perianal ulcer or fistula: 3 


Temperature: Range >99 F. <99 F. 


98-103 F. 23 23 


The laboratory studies in the 46 cases under review 
are summarized in table 6. The white blood cell count 
was not specifically altered. It was elevated in only 
one-fourth of the cases, was not unusually high or 
otherwise altered, as compared with the white cell 


TABLE 6.—Laboratory Findings: 46 Cases. 











“No. Cases Smal es 
Test Studied Results 
WBC 41 Range >10,000 Left shift 
3,800-25,000 10 8 
Sed. rate 11 Range Elevated Normal 
1-38 mm. 4 7 
Hemo- 36 Range >12 Gm. Anemia (<12 Gm.) 
globin 9.0-16.3 Gm. 27 
RBC* 15 Range <4 million 
2.9-5.6 million 4 
Stool 17 Negative Occult blood Massive bleeding Parasites 
9 8 0 0 
Urine 36 Normal Sugar or acetonet 


20 16 


*Anemia when present was normocytic, normochromic, or hypo- 
chromic. 


+Sugar or acetone was explained by diabetes and infusions or de- 
hydration and malnutrition. 


count of appendicitis. The sedimentation rate, which 
one would expect to be elevated, was above normal in 
only 4 of the 11 cases in which a determination was 
made. 

In this series the anemia which was present in only 
one-fourth of the cases was normocytic, normochro- 
mic, or hypochromic. Various writers have described 
a macrocytic anemia as occurring frequently'® or oc- 
casionally."° Pemberton and Brown** expressed the 
belief that the anemia of segmental enteritis is due to 
dietary deficiency rather than to blood loss. 

Stool examination as reported with 17 cases showed 
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occult blood present in half of the instances checked. 
No massive hemorrhage was encountered though it 
has been reported with fatality in an otherwise asymp- 
tomatic case.** Any abnormality in the urine could be 
explained on a basis other than the regional enteritis. 


The laboratory findings agree substantially with 
those reported elsewhere in the literature. 


TABLE 7.—Type of Treatment: 46 Cases. 

Recurrence 

Type of Symptcms 
Medical ... a 3 
Roentgen ray 1 
Definitive surg. 4 
Exploratory surg.* . 4 


Remarks 


Surgery later. 
Extensive disease, surg. later. 


Preoperative diagnosis: acute 
appendicitis. 
Total ... a 12 


*No more than appendectomy. 





TREATMENT 


Sir Philip Manson-Bahr*! has prepared an excellent 
discussion of the concepts regarding etiology in re- 
gional enteritis. Since the cause remains unknown, 
empiricism has dominated treatment. 

Table 7 shows the types of treatment used in this 
series and the incidence of recurrence. It is noteworthy 


TABLE 8.—Surgical Treatment. 
Type of Operation No. 
Exploration with appendectomy 
Exploration only 
Primary resection 
Two stage resection 
lleo-transverse colostomy 


Recurrence 





that only 12 patients underwent definitive surgery. 
Such an observation would suggest that there has been 
a tendency for the current concept of management in 
regional ileitis to be that surgery should be withheld 
until it is forced by some complication such as ob- 
struction or fistula formation. The literature has many 
good references dealing with the surgical manage- 
ment of this disease’: +: 18, 0, 22, 28, 34 and includes a 
recent nine to twelve year follow-up by the Mount 
Sinai group.’ 

Tables 8 and 9 outline the surgical procedures used 
in this series and the results obtained. The use of 
vagotomy** and roentgen ray** as therapeutic agents 
in regional enteritis is still in an experimental stage, 
but may prove to be of value. 

A summary of the practical medical program for 
regional enteritis is found in table 10. ACTH?! may 
be of value in difficult cases. Kiefer and Arnold** 
have discussed treatment after extensive resections. 

We are of the opinion that the low recurrence rate 
is probably due to inadequate follow-up because these 
patients are notorious “shoppers” and “one man’s suc- 
cess may be another man’s failure” in a few years.*® 
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TABLE 9.—Summary of Surgical Treatment in Two Cases of Regional 
Enteritis with Results. 
Case 5 
Jan. 1944—Drainage RLQ abscess 
Mar. 1944—-Exploration, appendectomy 
June 1944—Exploration, fistulectomy 
Sept. 1944—Exploration, fistulectomy 
Mar. 1945—Primary resection 
1946—Gastrojejunostomy 
Aug. 195 1—Jejunostomy and 
jejunojejunostomy 


Recurrence 

Recurrence 

Recurrence 

Recurrence 

Recurrence 

Recurrence 

Recurrence 

Extensive disease; persistent 
symptoms 

Case 6 

Aug. 1932—Exploration, appendectomy 

May 1934—Two stage resection 

1939—Anal fistulectomy 


Developed fistulas 
Recurrence 
Persistent abdominal fistulas 
(closed in 1945 after pen- 
icillin) 
195 1—Recurrent symptoms and 
mass in RLQ 


TABLE 10.—Medical Program. 


Prolonged rest, preferably in a sanatorium. 

Rest from, and removal of, psychogenic factors. 

Low-residue bland diet. 

High calorie, high vitamin intake. 

Antispasmodics and sedatives. 

Small repeated transfusions, if indicated. 

Antibiotics: Nonabsorbed sulfonamides, Aureomycin, terramycin. 
ACTH to produce remission in rapidly progressive cases. 


CASE REPORTS 


Four case reports are included to show special 
points of interest and some of the problems involved 
in the diagnosis and treatment of regional enteritis. 


CASE 1.—B. M. B., a lawyer, aged 46, complained of ab- 
dominal cramping and diarrhea with one to three watery, 
normally-colored stools daily for six weeks. A similar epi- 
sode ten months earlier had receded under antibiotic therapy. 
Recently there had been nocturnal cramping pain with early 
morning vomiting. The severest pain was predefecatory. The 
past history was significant with a report of intermittent 
diarrhea and cramping starting in July, 1931. In August, 
1932, an appendectomy was done, following which a fecal 
fistula appeared. In May, 1934, a diagnosis of regional en- 
teritis was made at Cleveland Clinic, and at exploration, fis- 
tulas were found between the ileum and sigmoid. Ileostomy 
and resection of a portion of the sigmoid with end-to-end 
anastomosis were done. In July, 1934, the terminal ileum 
and cecum and part of the ascending colon were resected, 
then an end-to-end ileo-ascending colostomy was done with 
a closure of the ileostomy. The patient had surgery for a 
fistula-in-ano in 1939 with 6,000,000 units of penicillin 
given later for draining fistulas on the abdomen. He stated 
that he had been well since 1934. 

Physical examination showed multiple surgical scars on 
the abdominal wall and about the anus. There were audible 
borborygmi and a mass in the right lower quadrant with 
visible peristalsis leading to it. 

Laboratory examinations revealed a urinalysis negative, 
hemoglobin 6 Gm., white blood cells 6,900, with normal 
differential count. An Ewald test meal revealed free hydro- 
chloric acid 40 degrees with total acidity of 55 degrees. Stool 
examination showed 1 plus occult blood, no parasites. The 
sedimentation rate was 29 mm. per hour. On a medical 
regimen the patient is much improved although he continues 
to have occasional mild cramps. The mass is still present, 
but he is gaining weight. 


Comment: If, as the patient stated, he was well 
from 1934 to 1951, this case represents the longest 
remission on record. This requires assumption that 
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the fistulas of 1939 were not related to the enteritis; 
such is not likely. 


CASE 2.—C. A. M., a salesman, aged 29, complained of 
recurrent severe and knifelike pain in the epigastrium with 
soreness in the right lower quadrant for three years. For the 
past three weeks, pain, when it occurred, was severe enough 
to make the patient stop any activity. There had been noc- 
turnal attacks which were relieved to some extent with milk. 
A roentgenographic study of the upper gastrointestinal tract 
done elsewhere one week previously was reported to show a 
hypermotility and a questionable gastric ulcer. There had 
been a weight loss of 20 pounds. In February, 1944, he had 
a double-barreled colostomy on the right side for a perforat- 
ed ulcer of the colon. In July, 1944, the colostomy was 
closed and an appendectomy was done, following which two 
draining sinuses developed. Bowel habits were reported as 
normal. 

Physical examination showed evidence of weight loss, two 
draining sinuses, and a markedly tender mass in the right 
lower quadrant. 

Laboratory tests showed urinalysis and stool examination 
negative, hemoglobin 80 per cent, red blood cells 3,800,000, 
white blood cells 11,800, with normal differential count. 
The Ewald test meal showed free hydrochloric acid 84 de- 
grees with a total acidity of 134 degrees. Roentgen ray did 
not show a peptic ulcer. The patient was placed on a med- 
ical program upon which he did well, but symptoms recurred 
three months later after a weight gain of 3 pounds. At this 
time a barium enema revealed a filling defect in the cecum 
and suggestive evidence of a narrowing of the terminal 
ileum. The patient then underwent an ileo-transverse colos- 
tomy and resection of a Meckel’s diverticulum which was 
noted at laparotomy. Definite terminal ileitis was found, and 
the patient was advised to have the diseased bowel removed 
in two or three months; but he has fared so well, remaining 
symptom free and gaining 18 pounds in five years, that he 
has had no further surgical procedure. He returned in No- 
vember, 1951, with pain in the right upper quadrant ag- 
gravated by standing and relieved by rest. Physical examina- 
tion, laboratory studies, and a complete gastrointestinal 
roentgen-ray study have not explained his present com- 
plaints. 


Comment: This problem resembles peptic ulcer. 
Now, after five years of freedom from symptoms fol- 
lowing surgery, he is again having pain, as yet not 
definitely known to be related to regional ileitis. 


CASE 3.—Mrs. C. C. M., a housewife aged 56, was seen 
in 1950 with complaints of fatigue and malaise. She had 
“felt full” and “spit up food after meals” for eight months 
with epigastric pain aggravated when lying down. She de- 
veloped a fear of eating and lost weight from 160 to 132 
pounds. Studies elsewhere had shown only an impaired gall- 
bladder function. The patient had been confined to bed for 
a year after the death of her mother in 1913; she reported a 
“nervous breakdown” in 1919; and had suffered a marked 
upset when the business of her favorite brother had failed 
recently. The patient had been married twice, the first mar- 
riage ending in divorce. 

Her initial complaints of a postprandial fullness and re- 
gurgitation was soon augmented by cramping abdominal 
pain after the noon and evening meals only. She had been 
followed fairly closely for six months. Repeated physical 
examination and laboratory and roentgen-ray studies re- 
vealed only a duodenal diverticulum, and on three different 
occasions the terminal ileum was reported as being normal. 


Later roentgen examination was repeated and a small bowel 
barium enema revealed a string sign which was corroborated 
by another small bowel barium enema one month later. On 
August 3, 1951, she had a primary resection of 4 feet of 
terminal ileum and is at present free of abdominal cramp- 
ing. 


Comment: This patient clearly gave a history which 
would be compatible with a vague psychogenic ill- 
ness, and at first this was taken as a possible explana- 
tion. Repeated studies were required to reveal the 
true nature of her disease. 


CASE 4.—Mrs. M. S. S., a Jewess, aged 29, was seen on 
December 15, 1949, with complaints of cramping epigastric 
pain, occasional bouts of nausea and vomiting, repeated at- 
tacks of fever up to 103 F., and a marked nervousness with 
the gastrointestinal complaints aggravated during her periods 
of nervousness. Past history revealed hemorrhoidectomy and 
a fistulectomy in 1943. 

Physical examination yielded no positive evidence of an 
abdominal problem. Laboratory studies showed a normal 
urinalysis; stool examination was negative for blood and 
parasites; the red blood cell count was 4,870,000 and white 
blood cells 13,200 with left shift. An Ewald test meal re- 
vealed free hydrochloric acid 65 degrees with a total acidity 
of 110 degrees. The sedimentation rate was 35 mm. per 
hour. Preliminary gastrointestinal roentgenograms were in- 
terpreted as normal. In February, 1950, another roentgen- 
fay examination with a small bowel barium enema showed 
puddling of the barium and several segments of narrowing 
and dilation in the distal jejunum or proximal ileum. The 
patient was placed on a medical regimen including Aureo- 
mycin, which adequately controlled her fever. She frequently 
strayed from her advised schedule and continued to have 
exacerbations. In June, 1950,;she visited the Mayo Clinic, 
where the diagnosis was confirmed. There she was given 
deep roentgen-ray therapy in two courses in June and Sep- 
tember. She continued to have repeated bouts of hyperpy- 
rexia, nausea, vomiting, and abdominal pain. In October, an 
abdominal abscess was drained with a resulting fecal fistula. 
She had lost weight from 160 down to 98 pounds. ACTH™ 
and cortisone were of no appreciable value. On January 11, 
1951, she had a primary resection of 18 inches of ileum 
with uneventful convalescence. She was checked again in 
September. Her weight had increased to 150 pounds, but 
she complained of mild abdominal discomfort and low 
grade fever. Her roentgenograms again revealed a suspicious 
string sign and suggestion of “skip areas.” She is again on a 
medical program which controls her fever, but she continues 
to have bouts of mild cramping, nausea, and occasional 
vomiting. 


Comment: This case clearly outlines the problems 
of therapy often faced, with a young woman obvious- 
ly chronically ill, with family and doctors anxious to 
give relief. One is hard put to withhold surgery in 
such instances, but experience has shown that until 
necessity calls for surgery, as in January, 1951, in this 
instance, operation should not be undertaken. Such 
an opinion is supported by evidence of recurrence in 
this patient. 


SUMMARY 


A review of 46 cases of regional enteritis is given, 
from material taken from private practice and records 
of hospitals in Dallas. Summaries are given of symp- 
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toms, diagnostic findings, surgical findings, and re- 
sponse to therapy. 


Regional ileitis, even though comparatively rare in 
this section of the country, must be considered in the 
differential diagnosis of the acute or chronic abdom- 
inal problem. Diagnosis is not easy. Roentgen exam- 
ination—often repeated—is the most valuable adjunct, 
and most diagnoses are made at exploratory laparot- 
omy. 

The statistical rate of recurrence noted in this study 
probably does not truly reflect the actual recurrence, 
because patients with regional ileitis are difficult to 
follow. 


The current trend in therapy is to treat regional 
ileitis as a medical problem until surgery is called for 
by some complication, such as perforation, obstruc- 
tion, or sinus or fistula formation. 
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ABSTRACT OF DISCUSSION 


Dr. J. E. MILLER, Dallas: The literature is replete with 
misdirected credits; the eponym “Crohn’s disease” is a good 
example of this as indicated by the authors. Eponyms are to 
be deprecated but perhaps do serve one useful purpose. They 
indicate that the entity being discussed is or was nebulous. 
The small bowel is a neglected portion of the gastrointes- 
tinal tract. This is true because the diseases which can be 
demonstrated roentgenologically in the small bowel are not 
common. One of the reasons they are not common is the fact 
that they are so frequently missed. 


Every patient could have a fairly satisfactory small bowel 
study with the upper gastrointestinal study, if a little care 
and time is used. In fact it requires no more of the patient's 
time to do the small bowel study if the arrangement for 
making films and doing the fluoroscopic examination is con- 
sidered. Practically every time I do not obtain a fairly satis- 
factory small bowel study on the routine upper gastrointes- 
tinal study, there is some breach of technique. Because I 
think the study of the small bowel and in fact the stomach 
and duodenum is so important, I would like to outline the 
technique that I use for upper gastrointestinal tract study. 

The patient comes to the x-ray department at 8 a. m., hav- 
ing had nothing by mouth since midnight of the night be- 
fore. The patient is given about 2 ounces of barium and 
never more than 3 ounces. This amount is based on the fact 
that if too much barium is used, only the contour of the 
stomach is seen and the opposing walls cannot be visualized. 
It is a well known tenet that the way to miss a lesion in a 
hollow viscus is to fill that viscus with too much radiopaque 
contrast material. After the barium has been administered, 
six 10 by 12 inch roentgenograms are made. Three of these 
films are made with the patient in varying degrees of 
obliquity and a fourth is made in a straight lateral position 
with the right side down. Two of the 10 by 12 films are 
used for polygraphs. The distal end of the stomach and the 
duodenal bulb are placed over a lead shield which has a 5 
by 6 inch aperture. Four views of these areas are obtained 
on each 10 by 12 film. These films are processed, and by 
the time fluoroscopy is ready at 10:30 they are available for 
study. Also the barium is out of the stomach and most of it 
is in the ileum. The patient is then subjected to fluoroscopy 
and any additional films which might be indicated are ob- 
tained, including spot films of various areas of the stomach. 
During the screen examination, of course, an additional 
ounce or two of barium is given. After the fluoroscopic ex- 
amination the patient is allowed to wait from forty minutes 
to an hour. The patient is then given an additional ounce of 
barium and within five minutes a 14 by 17 inch film of the 
abdomen is obtained with the patient prone. This 14 by 17 
film usually shows the terminal ileum, practically all of the 
jejunum, and in fact the stomach and entire small bowel. 
Usually the patient has come to the x-ray department at 8 
a. m. and is through with the examination by noon. 

Several cases of regional enteritis which had been missed 
on previous upper gastrointestinal studies have been diag- 
nosed by this technique; they probably would have been 
missed by usual techniques. While the diagnostic yield of 
small bowel lesions is still low, it is good enough to encour- 
age some technique whereby the small bowel is visualized 
on film on every upper gastrointestinal study. 

I would like to pay my respect to the astute clinicians 
with whom I am associated who frequently deserve credit 
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for the small bowel lesions which I may find. I cannot 
enumerate all the reasons for wanting a small bowel study, 
but I have learned that I should be very willing to perform 
this examination in detail when it is requested. 

Recently I have tried roentgen therapy in the treatment 
of regional enteritis. I am encouraged only enough to con- 
tinue this form of therapy and hope that others may try it 
and evaluate it. Certainly it is not anything about which 
one could become enthusiastic. Justification for this proce- 
dure comes from the Proceedings of the Staff Meetings of 
the Mayo Clinic for January 4, 1950.* They state: 


*Popp, W. C.; Bargen, J. A.; and Dixon, C. F.: Regional Enteritis; 
Roentgen Therapy, Proc. Staff Meet. Mayo Clinic 25:1-5 (Jan. 4) 
1950. 


“More and more patients have returned because of recur- 
rent enteritis after what appeared to be wide and satisfactory 
resection of the diseased segment of bowel. Consequently, 
we have been groping for other forms of treatment which 
would offer benefits additional to those obtained from sur- 
gical resection. 

“Roentgen therapy has been useful in a variety of inflam- 
matory human maladies. It was not unnatural, then, that this 
form of therapy should be tried in some of the cases in 
which severe ileitis had not responded well to surgical re- 
section.” 

Small bowel lesions will probably always be missed, but 
more will be diagnosed when the purposes of the paper by 
Drs. Rouse, Patterson, and Bailey (to focus the attention of 
physicians particularly diagnosticians and internists on re- 
gional enteritis) are fulfilled. 


PEPTIC ULCER IN CHILDREN 


ARTHUR JENKINS, M.D., 


Tue term “peptic ulcer” is used here 
to include both gastric and duodenal ulcers. Until 
fairly recently the occurrence of peptic ulcer in in- 
fants and children was considered rare. Although 
Cruveilhier? in the 1800's described 3 cases of gastric 
ulcer in infants, 1, 2, and 4 weeks of age respectively, 


the condition received scant attention until Holt* in 
1913 reviewed 95 cases of peptic ulcer in childhood. 
Since then there has been an increasing number of 
articles on the subject and the condition is assuming 
some degree of importance in all age groups. 

Most of the early reports were concerned with 
those cases that occurred in infancy, particularly the 
first few months of life, and practically all were diag- 
nosed at autopsy. Bird, Limper, and Mayer! in 1941 
reported the successful operation for ruptured duode- 
nal ulcer in a Negro boy 3414 hours old. In an exten- 
sive review of the literature they collected 118 other 
cases in which operation had been done and 124 addi- 
tional cases, most of which were diagnosed at autopsy 
and the others by the clinical features and roent- 
genologic findings. 

Kennedy’ classified ulcers in children as follows: 

1. Ulcers of the newborn infant which are iden- 
tified by melena and anemia and either heal rapidly 
or goes on to rupture or hemorrhage. 

2. Ulcers in young infants and children which ap- 
pear to have epidemic incidence and may be associat- 
ed with exanthematous disease. 

3. Ulcers in children between 1 and 9 years of age 


From the Department of Pediatrics, Krueger, Hutchinson, and Over- 
ton Clinic. 
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which are of adult type but do not produce typical 
symptoms. 

4. Ulcers in older children which are entirely sim- 
ilar to those seen in adults as to both symptomatology 
and pathology. 


ETIOLOGY AND INCIDENCE 


The etiology of peptic ulcer in infants and children 
is just as obscure and unsettled as ulcer in adults. 
Certainly such factors as alcohol, highly seasoned 
foods, and tobacco, which may operate in the adult, 
play no part in the etiology of ulcer in the younger 
patient. Although worry, mental and physical strain, 
and so-called tension may not be as important in the 
etiology of ulcer in the child as in the adult, I am 
sure it can and does play a part at times. Unpleasant 
family situations, difficulties with playmates, unpleas- 
ant relationships at school, these and other real or 
imaginary difficulties certainly in some children cause 
a great deal of worry, tension, and mental strain. Lack 
of proper rest, diet, and general hygiene lead to some 
amount of physical deterioration and may be reflected 
in the instability of the nervous system. 


In the newborn infant, trauma, vascular accidents, 
and spasms at the time of birth may be important in 
the cause of ulcer. In older infants food stasis has 
been considered of etiologic importance because the 
most common site of ulceration is the posterior wall 
of the stomach and duodenum. Certainly some acute 
ulcers occur during the course of acute infections, as 
in the exanthematous diseases, and some of these may 
become chronic. Other theories of the etiology of 
peptic ulcer deal with certain types of hepatic insuf- 
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ficiency® and disturbances in the hypothalmus® which 
interfere with normal functioning of the sympathetic 
and parasympathetic systems. There may also be an 
association between the development of ulcers and 
the onset of hydrochloric acid secretion in the stom- 
ach. Acid secretion begins at almost the time of birth 
and reaches a maximum within forty-eight hours after 
birth, when it is equivalent to that in the adult. It 
then begins to fall rapidly and at the end of ten days 
reaches the low level at which it remains throughout 
infancy. Some have thought that the malnourished 
child is more susceptible to ulcer, but it is more likely 
that the malnutrition is a result and not a cause. 

The incidence of peptic ulcer in infants and chil- 
dren is difficult to determine. Most of the figures 
given in the literature are derived from autopsies and 
are therefore extremely low. However, these figures 
have been gradually revised upward since Holt’s* paper 
in 1913 and since Procter’ in 1925 stated that 2 per 
cent of all cases of ulcer had symptoms dating back to 
childhood. Holt* found that 70 per cent of ulcers in 
childhood occurred from 6 weeks to 5 months of age 
and only 10 per cent in the neonatal period. 

In my experience the disease has been found far 
too often to be any longer considered rare. I began 
to get interested in peptic ulcer in children when I 
realized I was seeing quite a few children with ab- 
dominal complaints for which no other explanation 
could be found. With this in mind I began to have 
these children examined roentgenographically, and 
during the past twelve years I have collected approxi- 
mately 80 cases which show definite roentgenologic 
evidence of ulcer. In 7 of these cases the father gave 
a history of having been treated for ulcer, in 1 the 
mother had ulcer, and in 1 both father and mother 
gave such a history. The youngest patient was 4 years 
of age and the oldest 14 years. The largest number 
of cases were in the age group of 8 to 12 years. Boys 
predominated in the series in the ratio of 8 to 1. 


DIAGNOSIS 


In the young infant the symptoms of peptic ulcer 
are melena and/or vomiting of blood, colicky symp- 
toms, refusal of food, and, if hemorrhage or perfora- 
tion occur (they are common in the newborn with 
ulcer), there is some degree of shock, pallor, and 
anemia, and with perforation free air in the abdom- 
inal cavity can be demonstrated. 


In the older infant up to 3 years of age symptoms 
are not as striking. There may be blood in the stool, 
blood streaked vomitus, refusal of food, malnutrition, 
anemia, and such signs of abdominal distress as draw- 
ing up of the legs and sleeping with knees drawn up 
under the abdomen. 


From 4 to about 8 years the child with ulcer has 
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abdominal complaints which may not be typical of 
ulcer in the adult. The pain or relief of pain is not 
usually associated with eating and is usually not lo- 
calized but more apt to be generalized abdominal dis- 
comfort. Not infrequently the pain is located in the 
lower part of the abdomen. The pain is frequently 
more severe in the morning and is often initiated by 
trying to eat breakfast. Sometimes vomiting occurs 
after eating a few bites; this usually seems to give a 
good deal of relief and the child will then finish eat- 
ing in comfort. 

In the older child from 9 to 14 years of age the 
symptoms are pretty much the typical symptoms that 
are found in adults. These children are frequently 
great milk drinkers as they have found that drinking 
milk gives more relief than anything else they do. 
They frequently will come in voluntarily from play, 
drink a glass of milk, and lie on the bed doubled up 
for a while until they are relieved and then resume 
play. Vomiting is not as frequent a symptom in the 
older child as in the younger, but nausea is common. 
Vomiting of blood is not at all common, but occult 
blood may be found in the stools. The one constant 
symptom in my cases was abdominal pain, but this 
varied greatly in its location, time of occurrence, and 
intensity. 

On examination these children could not be classi- 
fied as belonging to any particular type. It is true that 
some of these children were thin, asthenic, under- 
nourished, and what the parents were prone to call 
“nervous.” However, the nutritional status of the great 
majority of the children was surprisingly good in 
view of the history of abdominal pain and the dis- 
turbance of appetite and eating habits occasioned by 
pain and frequent nausea. In the younger children 
examination of the abdomen most often revealed gen- 
eralized abdominal tenderness of moderate degree. A 
few had only some tenderness of the lower part of the 
abdomen; however, the greatest tenderness was usual- 
ly in the upper part of the abdomen. In the older 
children the tenderness was practically always limited 
to the upper portion of the abdomen, and in at least 
80 per cent of the patients the region of greatest ten- 
derness was about half way between the umbilicus 
and tip of the xyphoid process of the sternum. About 
one-half of the patients had a mild to moderate hypo- 
chromic anemia. One 9 year old boy had a severe 
anemia due to excessive hemorrhage from his ulcer 
and required two transfusions. Gastric analysis was 
not done in any of my cases as it has been shown to 
be of little, if any, value and is a procedure not well 
adapted to children. 

Roentgenologic examination of the stomach and 
intestine of children does not present any undue dif- 
ficulties and does not require hospitalization. How- 
ever, the roentgenologist should be experienced in 
the examination of children. No diagnosis of peptic 
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ulcer was made in my series without definite roent- 
genologic findings. A few of the cases were somewhat 
shallow ulcers but most of them were classified as 
penetrating type ulcers. 


TREATMENT 


The treatment of peptic ulcer in children is essen- 
tially the same as in adults. Rest, diet, antispasmodics, 
and neutralization of acid are still the basic factors in 
this treatment. I usually put my patients to bed for 
one to two weeks, depending on the severity of symp- 
toms and response to treatment. Small doses of tinc- 
ture of belladonna and phenobarbital are given three 
to four times daily. Some preparation such as Ampho- 
jel is used to neutralize stomach acidity. The diet 
consists at first of only milk and cream, half and 
half, every one to two hours with gradual addition 
of eggs, cooked cereals, cream soups, custard, puréed 
vegetables, and, lastly meat. In most of the ulcer cases 
in children the diet usually can be increased a little 
more rapidly than in adults without any undue re- 
sults. I think that it is important to children to in- 
corporate more protein into the diet as soon as pos- 
sible since the need is relatively greater and more 
urgent than in the adult. They need protein for ade- 
quate growth and development as well as replace- 
ment, whereas in the adult it is needed for replace- 
ment only. 

Children respond to this regimen nicely and more 
rapidly than the adult. Relief of symptoms is prompt 
and a fairly full diet is given in three to four weeks. 
I have had several who showed complete healing of 
the ulcer by roentgenologic standards in four weeks. 
Practically all healed in about eight weeks. I have had 
no cases that came to operation during the period of 


childhood and have had only 4 known cases of recur- 
rence. 


CASE REPORT 


I would like to report 1 case of recurrence as the 
patient was followed in our clinic for several years in 
the pediatric department, then in the medical depart- 
ment, and finaily in the surgical department, to which 
he was referred for operation. 


E. R. H., a white boy aged 12 years, was first seen No- 
vember 21, 1941, with the chief complaint of stomach 
trouble. He had had whooping cough at 2 years of age and 
measles and chickenpox at about 8 years. The mother stated 
that she had been treated for stomach ulcers. The patient's 
present complaint began about 1938 when he was 9 years of 
age. He would have attacks of upper abdominal pain and 
become nauseated and would sometimes vomit. The attacks 
lasted four to five days and recurred at irregular intervals. 
He had gone as long as two months without an attack. The 
pain was intermittent and cramplike. The patient stated that 
he felt better after eating. He complained of his abdomen 
feeling sore. No blood had been observed in any vomitus. 





He ate a good deal between meals and ate a rather large 
amount of sweets. 


Physical examination showed a well developed and nour- 
ished boy, aged 12 years, weighing 92 pounds. The positive 
findings on examination were large cryptic tonsils with 
crypts filled with white cheesy material and tenderness of 
the abdomen just to the right of the midline and about 2 
inches above the umbilicus. Urine examination and blood 
count were normal. Roentgenologic examination of the 
gastrointestinal tract revealed a penetrating ulcer on the 
superior aspect of the duodenum. 


The patient was placed on the usual ulcer regimen and 
was seen again two weeks later on December 4, at which 
time he said he was free from pain and the tenderness in the 
abdomen was much less. Treatment was continued with 
gradual addition to his diet, and on February 14, 1942, he 
had no complaints and there was no abdominal tenderness. 
Roentgen-ray examination showed healing of the ulcer. The 
patient had gained 4 pounds since starting treatment. 

The boy was not seen again until November 25, 1945, at 
the age of 16 years. At that time he was complaining of 
his old symptoms again and had been having them for three 
to four months. The roentgenologist then reported a small 
ulcer in the pylorus on the lesser curvature and marked ten- 
derness over the second portion of the duodenum. He was 
again placed on the ulcer regimen and was seen four weeks 
later on December 22, at which time he reported complete 
relief of symptoms and there was no abdominal tenderness. 
I did not see the patient any more. 

His next admission was to the surgical service the night 
of January 9, 1948, at the age of 18 years. He complained 


_ of pains in the right lower quadrant of the abdomen and 


nausea and vomiting of about eight hours’ duration. A diag- 
nosis of acute appendicitis was made; he was operated upon 
the next morning and an acutely inflamed appendix re- 
moved. The abdomen was not further explored as there was 
a lot of exudate about the appendix. His recovery was un- 
eventful. 

The record shows his next admission in May, 1949, on 
the medical service with the same old complaint of stom- 
ach trouble. He had been having pain, nausea, and vomit- 
ing off and on for several months. The night before his 
admission to the hospital he had vomited several fairly large 
blood clots. He felt very weak afterwards. He had been 
treated in the out-patient clinic several weeks prior to this 
admission but had not obtained much relief. Roentgen-ray 
examination on May 18 showed a small chronic pyloric 
ulcer. 

The patient continued to have bleeding from his ulcer 
while in the hospital in spite of all measures to control it. 
Operation was finally decided upon and was: carried out 
May 26. At operation the ulcer was found to have perforated 
into the head of the pancreas. A resection of the distal half 
of the stomach was done. The patient made a nice recovery 
from his operation. In October, 1949, he reported no symp- 
toms and was able to eat three good meals a day and was 
working hard on a farm. 


CONCLUSIONS 


Peptic ulcer in children is much more common 
than previously thought. The ulcer is most often lo- 
cated in the duodenum and occurs much more fre- 
quently in boys. The diagnosis will be made more 
often if the condition is kept in mind and if more 
use is made of roentgenologic examination of the 
gastrointestinal tract of children. 





TEXAS State Journal of Medicine 


PEPTIC ULCER—Jenkins—continued 


REFERENCES 


1. Bird, C. E.; Limper, M. A.; and Mayer, J. M.: Surgery in 
Peptic Ulceration of Stomach and Duodenum in Infants and Children, 
Ann. Surg. 114:526-542 (Oct.) 1941. 


2. Fisher, J. H.: Duodenal Ulcers in Infants, Am. J. Dis. Child. 
79:50-58 (Jan.) 1950. 

3. Foshee, J. C.: Chronic Gastric Ulcer in Children; Report of 
Case, J.A.M.A. 99:1336-1339 (Oct. 15) 1932. 

4. Holt, L. E.: Duodenal Ulcers in Infancy, Am. J. Dis. Child. 
6:381-393 (Dec.) 1913. 


5. Kennedy, R. L. J.: Peptic Ulcer in Children, J. Pediat. 2:641- 
650 (June) 1933. 
6. Mossberger, J. I.: Perforated Duodenal Ulcer and Neoplasm of 


Tuber Cinereum in Newborn, J. Neuropath. & Exper. Neurol. 6:391- 
400 (Oct.) 1947. 


7. Proctor, O. S.: Chronic Peptic Ulcer in Children, Collected 
Papers of Mayo Clinic 16:29, 1924. 


ABSTRACT OF DISCUSSION 


Dr. EDWIN G. SCHWARZ, Fort Worth: I have not been 
prone to make the diagnosis of peptic ulcer as frequently as 
Dr. Jenkins has and have usually thought that the sympto- 
matology of vague pains in the upper part of the abdomen 
with questionable nausea or vomiting was usually due to 
some food allergy or indiscretion in diet, or may possibly 
have had some connection with adenitis following an infec- 
tion of the upper respiratory tract. 

Possibly those cases which I thought might be peptic 
ulcers and which on roentgenologic examination were re- 
ported to be negative could have been overlooked by the 
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roentgenologist because he himself was not alerted to my 
suspicion. Naturally, whenever the team is working together, 
better coordination would be possible. 

I recall having found what I thought to be a duodenal 
ulcer in a 6 year old adopted boy who was living in a home 
under considerable tension after his mother had remarried. 
A short time thereafter other roentgenograms were made at 
Johns Hopkins, and they could find no evidence of ulcer. 

In reviewing recent literature I found that Cole* of To- 
ronto reported a case which resembled hypertrophic pyloric 
stenosis; the patient had vomited after each feeding from the 
fifth day of life and died shortly after pyloromyotomy. He 
also reported that among 31 cases of peptic ulcer occurring 
in infants under 2 years of age found in the literature, 28 
terminated fatally, but among 50 patients between 2 and 15 
years of age, 40 survived with medical and surgical treat- 
ment. 

Alexandert+ reported roentgenological studies on the gas- 
tro-intestinal tracts of 254 children and found 30 cases of 
duodenal ulcer. These cases presented a variety of symptoms, 
few being classical. 

Findings such as these presented by Dr. Jenkins and 
others would indicate the advisability of more frequent 
roentgen-ray examination in children suffering vague ab- 
dominal pain. 


*Cole, A. R. C.: Gastric Ulcer of Pylorus Simulating Hypertrophic 
Pyloric Stenosis, Pediatrics 6:897-907 (Dec.) 1950. 

+Alexander, F. K.: Duodenal Ulcer in Children, Radiology 56: 
799-811 (June) 1951. 


INTESTINAL LIPODYSTROPHY (WHIPPLE'S DISEASE) 


A Case Report 


JOHN L. WALLACE, M.D., 


In 1907 Whipple’® described a new 
disease characterized clinically by polyarthritis, stea- 
torrhea, nutritional failure, and death. The anatomic 
findings consisted of “deposits of fat and fatty acid 


crystals in the intestinal and mesenteric lymphatic 
tissue.” 


In recent years a number of cases have been report- 
ed as representing different stages or modifications of 
Whipple's disease, but there has been no real agree- 
ment as to which cases should be included in this 
series. In 1947 Rosen and Rosen!* reviewed 18 cases 
of Whipple's disease in the literature and rejected 7 
of them because of inadequate pathologic evidence 
and so considered their case as the twelfth to be re- 
ported. In January, 1950, Hendrix and others* re- 
ported 4 new cases in detail and tabulated the data on 
the previous reports. He considered his cases to bring 
the total of proved cases to 15. The cases of Blumgart, 
Reinhardt, and Wilson,'' Fitzgerald and Kinney,* 
and Rosen and Rosen'* were considered to be ex- 
amples of chylous obstruction. The cases of Pearse‘ 
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and Pemberton® were considered to be peritoneal 
lipogranulomatosis and mesenteric xanthomatosis re- 
spectively. 

Plummer,'® in August, 1950, reported a total of 34 
cases of Whipple’s disease which included 6 foreign 
cases but which did not include the 4 cases of Hen- 
drix. In May, 1951, Peterson® reported 4 new cases, 
1 of which was diagnosed by biopsy, and considered 
the total number to be 26 including his own 4 cases. 
Recently, additional single cases have been reported 
by Schutz,'® Palumbo,® and Reveno.'” 


CASE REPORT 


The patient, a white male commercial cook 37 years of 
age, was first seen in the Out-Patient Clinic of City-County 
Hospital in February and May of 1931 complaining of 
arthritic pain in the right shoulder. Salicylates were pre- 
scribed, and the patient returned one time two years later in 
May, 1933, with the same complaint, and again was given 
salicylates. He was next seen sixteen years later in 1949 at 
age 55 years and gave a history of arthritic pain in the 
joints, especially the knees, hands, and shoulders, since 1946. 
He also complained of intermittent cough with occasional 
hemoptysis, swelling of the ankles, and aching substernal 
pains of two or three years’ duration. The patient weighed 
160 pounds and his blood pressure was 150 systolic and 90 
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diastolic. An electrocardiogram, roentgenograms of the chest, 
and urinalyses were negative. Because of a marked mental 
depression with episodes of violent temper, the patient was 
referred to the Mental Hygiene Clinic. 

In August, 1950, he was admitted to the hospital for the 
first time for repair of a right femoral hernia. The com- 
plaints of intermittent cough, swelling of the feet, and poly- 
arthritis were again mentioned. There were no complaints 
referable to the gastrointestinal tract, and the patient's gen- 
eral condition and nutrition were good. A herniorrhaphy 
and appendectomy were done and the postoperative course 
was uneventful. 

The patient returned to the clinic five months later, in 
January, 1951, complaining of intermittent cramping ab- 
dominal pain and diarrhea since November, 1950. The stools 
were described as varying from blood-streaked to clay-col- 
ored. The nonproductive cough, precordial pain, and swell- 
ing of the feet and ankles persisted. There was generalized 
tenderness of the abdomen, which was most marked in the 
epigastric region, but no masses were palpable. Roentgen- 
ray studies of the chest, gallbladder, and gastrointestinal 
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Fic. 1. Left. Low power photomicrograph of the mucosa of the 


small intestine showing masses of macrophages. 


tract were not remarkable. The electrocardiogram showed 
nothing unusual, and urinalysis, stool studies for ova, and 
a cephalin flocculation test were negative. The blood count 
revealed 2,750,000 red cells with 8.5 Gm. of hemoglobin. 
The white cell count was 5,300 with 1 per cent eosinophils, 
3 per cent stabs, 76 per cent segmenters, and 20 per cent 
lymphocytes. The patient weighed 142 pounds, having lost 
20 pounds in the last four months. Because no diagnosis 
had been established during the previous four weeks that 
the patient had been followed in the clinic, he was hospi- 
talized March 21, 1951. 

Upon further questioning in the hospital, the patient 
stated that the abdominal cramps had been intermittent and 
had not been associated with nausea or vomiting. He also 
stated that the episodes of diarrhea had been intermittent 
and that he had from two to five bulky, voluminous stools 
per day. The stools were described as being gray to clay- 
colored and sometimes contained dark blood. 






ing the macrophages with abundant pale, foamy cytoplasm. 










Upon admission the patient appeared pale and chronical- 
ly ill. The temperature was 98.2 F. and the blood pressure 
126 systolic and 90 diastolic. There was an increase in the 
antero-posterior diameter of the chest. Auscultation of the 
heart and lungs was not remarkable. There was no disten- 
tion or rigidity of the abdomen and no masses were pal- 
pated. The abdominal tenderness appeared most marked in 
the right lower quadrant. There was pitting edema of the 
feet and legs, and small irregular purpuric spots were noted 
in the skin above and below the knees. The nevrologic ex- 
amination was negative. The roentgen-ray studies of the 
gastrointestinal tract and chest were repeated and no organic 
lesions were demonstrated. 


The laboratory studies were as follows: red blood cells, 
2,550,000 with 8 Gm. of hemoglobin; white cells, 5,900 
with 2 per cent eosinophils, 5 per cent stabs, 69 per cent 
segmenters, and 24 per cent lymphocytes; platelets, 191,000; 
urinalysis, negative; cephalin flocculation, negative; choles- 
terol, 98 mg. per 100 cc. of plasma and cholesterol esters 
35 mg. per 100 cc. The total proteins were 8.2 Gm. per 
100 cc. of serum with an albumin-globulin ratio of 0.6:1. 
Repeated examinations of the stools were positive for 
occult blood but negative for parasites and ova. A brom- 
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Right. High power photomicrograph of the intestinal mucosa show- 


sulfalein liver function test and a Congo Red amyloid test 
were negative. A fractional gastric analysis with an alcohol 
test meal revealed no free hydrochloric acid. No definite 
diagnosis was established, but the patient was considered to 
be a “nutritional problem” and was treated symptomatically. 
The purpuric spots about the knees and the ankle edema 
disappeared. On the twenty-sixth hospital day, April 16, 
1951, the patient signed a release from the hospital. 

About four months later, August 3, the patient returned 
to the hospital complaining of persistent diarrhea, weight 
loss, weakness, malaise, and epigastric distress. He was 
emaciated, weighing 95 pounds, and was disoriented and 
confused. All previous records were reviewed and the dif- 
ferential diagnoses considered included (1) disseminated 
lupus erythematosis, (2) liver disease, (3) pernicious 
anemia, and (4) sprue. The roentgen-ray examinations of the 
gastrointestinal tract and chest were repeated and reported 
as negative. Cephalin flocculation and thymol turbidity tests 
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were negative, and no ova or parasites were found in stool 
specimens, but the occult blood remained strongly positive. 
Skin and muscle biopsies from the forearm and a needle 
biopsy of the liver were noncontributory. Aspiration studies 
of the sternal marrow revealed only a slight relative in- 
crease of the myelocytic elements. The patient was given 
500 cc. whole blood transfusions at intervals of one to two 
weeks and the red cell count varied from 2,400,000 to a 
maximum of 3,650,000 with the hemoglobin ranging from 
7.0 to 10.5 Gm. On August 6 the hematocrit level (Win- 
trobe method) was 24 per cent, the mean corpuscular vol- 
ume 100 cubic microns, the mean corpuscular hemoglobin 
29.1 micro-micrograms, and the mean corpuscular hemo- 
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Fic. 2. Low power tea ice of a mesenteric lymph node 


showing the destruction of the normal architecture by the dilated 
lymphatics and the masses of macrophages. 


globin concentration 29.1 per cent. The total base, sodium, 
and potassium determinations were within normal limits. 
The cholesterol was 104 mg. per 100 cc. of plasma. 

The patient was treated symptomatically and, in an at- 
tempt to stimulate his appetite, was given 5 units of regular 
insulin thirty minutes before breakfast on October 2. About 
two hours later, the patient appeared to be in shock and the 
blood sugar was found to be 29 mg. per 100 cc. of blood. 
The patient responded well to intravenous glucose and no 
further insulin was given. The hospital course was progres- 
sively downhill, and purpuric spots and an erythematous 
rash developed in the skin of the trunk and the extremities. 
The blood pressure varied from 84 to 120 systolic and 50 
to 60 diastolic, averaging about 96/60. The temperature 
ranged between 96 and 98.8 F. On November 2 the patient 
fell in the hospital bathroom and received an intertrochan- 
teric fracture of the right hip. He continued the downhill 
course, and respiration became progressively slower until his 
death November 5. 


Autopsy Findings—The body was that of a markedly 
emaciated elderly white man that measured 63 inches in 
length and was estimated to weigh 80 pounds. In the pale 
skin of the trunk and upper extremities a number of small 
purpuric spots and petechial hemorrhages were present. 
There was no gross deformity of the recently fractured right 
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hip, and no edema of the feet or legs was noted. Upon open- 
ing the peritoneal cavity approximately 250 cc. of straw- 
colored fluid was seen. The entire small intestine appeared 
slightly enlarged due to a diffuse, doughy thickening of the 
intestinal wall. The serosal surface was dull and brownish- 
gray but free of gross exudate. There was marked depletion 
of the mesenteric and retroperitoneal fat, and the mesenteric 
lymph nodes were prominent, measuring from 2 to 3 cm. in 
diameter. There was no gross evidence of lymphatic obstruc- 
tion, and no peritoneal implants were present. The left 
pleural cavity contained about 250 cc. of straw-colored fluid, 
and about 100 cc. of similar fluid was seen in the right 
pleural cavity. The pericardial sac was obliterated by fairly 
firm fibrous adhesions. 

The mucosa of the esophagus and stomach was intact. 
The mucosa of the jejunum and ileum was markedly thick- 
ened and pale pinkish-gray. The mucosal folds were elon- 
gated and thick. No gross areas of ulceration or tumors were 
identified. The small intestine contained large amounts of 
soft yellowish-gray fecal material admixed with dark blood. 
The colon contained similar material, but its wall was not 
notably thickened and its lining mucosa was intact. The 
liver was not enlarged, but its cut surfaces had a mild “nut- 
meg” appearance. The gallbladder contained about 5 cc. of 
pale green, tenacious bile, and the cystic and common ducts 
were patent and free of calculi. The spleen had a thick, 
grayish-white fibrous capsule but was not enlarged. The 
pancreas and suprarenal glands were not grossly remarkable. 
The surfaces of the kidneys were slightly granular, and the 
cortical markings were not distinct. There was no dilatation 
of the kidney pelves or ureters, and the urinary bladder and 
prostate showed nothing unusual. The retroperitoneal lymph 
nodes were not enlarged and the abdominal aorta showed 
only mild atheromatous changes. Gross examination of the 
brain was not remarkable except for moderate accentuation 
of the cerebral convolutions. The pituitary was not remark- 


able. 


Microscopic Examination. — Histologic sections of the 
small intestine showed a marked thickening and elongation 
of the villi due to the presence of masses of macrophages 
having abundant foamy cytoplasm and small, fairly uniform 
nuclei (fig. 1). These cells separated widely the cords of tall 
columnar epithelial cells but were limited to the mucosa. The 
submucosa contained a few young fibroblasts, lymphocytes, 
and plasma cells, and there was moderate dilatation of the 
lacteals, which contained sudanophilic material. The muscle 
coats were not remarkable, but the serosa was moderately 
thickened and contained young fibroblasts and a few lymph- 
ocytes and plasma cells. Sections of the mesenteric lymph 
nodes showed a marked alteration in architecture due to the 
presence of masses of macrophages and to the marked dila- 
tation of the lymph sinuses (fig. 2). A few multinucleated 
giant cells of the foreign body type were present in the 
nodes. The sections of stomach and colon were not unusual. 
Histologic sections of the heart showed an irregular fibrous 
thickening of the epicardium with a diffuse infiltration of 
lymphocytes and plasma cells. The endocardium was also 
slightly thickened, and there was some fragmentation and 
pigmentation of the small muscle cells. The lungs contained 
areas of emphysema and atelectasis, and there was a mod- 
erate degree of passive hyperemia of the lungs, liver, and 
spleen. The kidneys showed acute parenchymatous degenera- 
tion, and the pancreas, suprarenal glands, and brain were 
noncontributory. 

Pathologic Diagnoses—(1) Whipple's intestinal lipodys- 
trophy; (2) brown atrophy of heart with fibrous pericardi- 
tis; (3) subacute passive hyperemia of the lungs, liver, and 
spleen; (4) patchy areas of emphysema and atelectasis of 
lungs; (5) acute parenchymatous degeneration of kidneys; 
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(6) mild generalized atherosclerosis; and (7) 
emaciation. 


marked 


DISCUSSION 


This case is presented as a classical example of 
Whipple's intestinal lipodystrophy. The exact time of 
onset of the arthritis is not established, but the patient 
was seen in the clinic twice in 1931 and once in 1933 
complaining of pain in the right shoulder. When next 
seen in 1949, it was noted that the pain in the right 
shoulder persisted and that since 1946 he had had 
pains in the knees and hands, an intermittent cough 
with some hemoptysis, and edema of the ankles. These 
symptoms were again mentioned at the time of his 
first hospitalization in August, 1950, for a hernior- 
rhaphy. 

The intermittent abdominal pain and diarrhea be- 
gan in November, 1951, approximately one year prior 
to his death. The patient was considered to be a “nu- 
tritional problem” and was given a high protein, high 
carbohydrate diet, vitamins, liver extract, iron, trans- 
fusions, and so forth. He apparently improved tem- 
porarily after Banthine during his second hospitaliza- 
tion. About one week before death, ACTH was start- 
ed but no change in his condition was noted. The 
patient died five years after the onset of the poly- 
arthritis, ankle edema, and cough, and one year after 
the onset of the diarrhea and abdominal pain. 

A number of theories have been offered to explain 
the etiology and pathogenesis of intestinal lipodys- 
trophy. Rosen and Rosen! suggested that if the es- 
sential disturbance was one of lymphatic blockage 
with the malabsorption developing as a secondary 
factor, Whipple's disease might not represent a clin- 
ical and pathologic entity. Hendrix* suggested that 
the malabsorption of fat was due to a fault of un- 
known nature of the epithelium of the small intestine 
resulting from a systemic illness or intoxication char- 
acterized by inflammation of the serous membranes, 
with evidence of functional impairment of the adrenal 
cortex in some cases. Plummer’? suggested a relation- 
ship between lipophagic granulomatosis and the col- 
lagen diseases and adrenocortical hypofunction, the 
impaired cortical response resulting in a disturbance 
of enzyme equilibrium and the metabolism of phos- 
pholipid, with resultant fat flocculation and blockage 
of the lymph nodes and lacteals and finally maiab- 
sorption of fat. On this basis he suggested the use of 
adrenocorticosteroid fractions and pituitary adreno- 
corticotropic hormone (ACTH). 

The case of Reveno!” was diagnosed by biopsy 
about one year before death. Therapy included iron, 
vitamins A, D, and K, bile salts, insulin, choline and 
lecithin, adrenocortical extract, folic acid, liver extract, 
plasma and blood transfusions, pancreatic extract, 
human duodenal contents, human bile, and raw hog 








pancreas. The failure of these substances to alter the 
course of the disease was interpreted as indicating 
that the malabsorption of fat results from faulty in- 
teraction within the mucosal cells rather than from 
improper preparation of fat due to lack of any duo- 
denal substance. Peterson’ and Kampmeier® stated that 
Whipple's disease belongs to the same group as lupus 
erythematosus disseminatus, periarteritis nodosa, rheu- 
matoid arthritis, rheumatic fever, scleroderma, derma- 
tomyositis, serum sickness, and other diseases consid- 
ered as examples of collagen disease or the “rheu- 
matic state.” 


No further information on the etiology or patho- 
genesis of Whipple's disease is established in the re- 
view of this case. The severe, chronic polyarthritis 
present four years prior to the onset of the gastro- 
intestinal symptoms lends support to the theory of 
Peterson and Kampmeier that Whipple's disease may 


be classified with the collagen diseases or the diseases 
of the “rheumatic state.” 


SUMMARY 


A case of Whipple's intestinal lipodystrophy diag- 
nosed at autopsy is presented. 

The previously reported cases have been reviewed 
and approximately 29 of them appear to be accept- 
able examples of Whipple’s disease. 

Some of the recent theories concerning the etiology 
and pathogenesis of Whipple’s disease are reviewed. 
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City County Hospital. 


ABSTRACT OF DISCUSSION 


Dr. H. W. NEIDHARDT, Beaumont: Dr. Wallace’s paper 
was of extreme interest to me because the clinical and 
pathologic course of his case was almost identical to that of 
my own case which came to autopsy a year and one-half 
ago. Moreover, the extreme rarity of this disease makes it 
the more remarkable that we have 2 cases so near to each 
other in point of time and space. Dr. Wallace’s remarks con- 
firm my contention that mine was the third case ever diag- 
nosed antemortem. 


In addition to the symptoms and signs given by the author 
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as more or less constant findings in this condition, 1 would 
add hypotension as one of the most characteristic. In all 
cases of genuine Whipple’s disease marked hypotension has 
invariably developed well before the terminal phase. 

This observation has led some authors to suspect an adreno- 
cortical disorder as being at fault; however, neither cortisone 
nor desoxycorticosterone acetate have been of benefit when 
tried. Also sodium deprivation has had no adverse affect on 
the disease. 


My patient was treated with full doses of ACTH without 
noticeable effect over a period of several weeks. Studies on 
urinary 17-ketosteroid excretion have never been made in 
this disease to my knowledge. 


There is a growing tendency to invoke the concept of col- 
lagen vascular disease and to apply this label to a variety of 
obscure clinical syndromes including Whipple’s disease. I 
do not think that there is yet sufficient evidence to place 
the latter in this category. 


That Whipple’s disease (intestinal lipodystrophy) is a def- 
inite clinical entity there can no longer be any doubt, al- 
though, to be sure, it is an extremely rare one and the 
pathologic physiology remains an unsolved problem. 
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Eighth District Society, Fall, 1953. Dr. Andrew S. Tomb, Victoria, 
Pres.; Dr. George E. Glover, Jr., Victoria, Secy. 

Ninth District Society, Baytown, April 1, 1953. Dr. Orto F. Schoen- 
vogel, Brenham, Pres.; Dr. Lyman C. Blair, 1212 Rothwell, Hous- 
ton, Secy. 

Tenth District Medical Society. Dr. Peyton C. Clements, Lufkin, 
Pres.; Dr. Edmund D. Jones, 2575 South, Beaumont, Secy. 

Eleventh District Society, Tyler, Spring, 1953. Dr. Roscoe Moore, 
Mineola, Pres.; Dr. Marlin T. Braswell, Henderson, Secy. 

Twelfth District Society. Dr. J. B. Brown, Temple, Pres.; Dr. Neil D. 
Buie, Marlin, Secy. 

Thirteenth District Society, Wichita Falls. Dr. R. E. Cowan, Graham, 
Pres.; Dr. Robert D. Moreton, 815 Medical Arts Bldg., Fort Worth, 
Secy. 

Fourteenth District Society, Gainesville, June 9, 1953. Dr. W. P. 
Philips, Greenville, Pres.; Dr. L. W. Johnston, 502 W. College 
St., Terrell, Secy. 

Fifteenth District Society, Daingerfield, 1953. Dr. D. R. Baber, 
Daingerfield, Pres.; Dr. P. A. Reitz, Pittsburg, Secy. 


CLINICS 
Dallas Southern Clinical Society, Dallas, March 16-19, 1953. Miss 
Betty Elmer, Medical Arts Bldg., Dallas 1, Executive Secy. 


Central Texas Spring Clinic, Waco. Dr. Walter B. King, 2320 Co- 
lumbus Ave., Waco, Sécy. 


1935: De. .j.. A. 
1410 Austin Ave., 


1953. Dr. George 
Albert W. Hartman, 414 
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International Medical Assembly of Southwest Texas, San Antonio, 
Jan. 27-29, 1953. Dr. John M. Smith, Jr., 205 Camden St., San 
Antonio, Secy. 

New Orleans Graduate Medical Assembly, March 2-5, 1953. Dr. 
Woodard D. Beacham. Room 103, 1430 Tulane Ave., New Or- 
leans 12, Secy. 

North Texas-Southern Oklahoma Fall Clinical Conference, Sept. 16, 
1953. Dr. C. H. Wilson, Wichita Falls, Chairman. 

Oklahoma City Clinical Society Conference. Mrs. Muriel R. Waller, 
512 Medical Arts Bldg., Oklahoma City 2, Executive Secy. 

Postgraduate Medical Assembly of South Texas, Houston, 1953. Dr. 

C. A. Dwyer, Secy., 229 Medical Arts Bldg., Houston. 


DOCTOR-DRAFT PROBLEMS 


Washington authorities are now faced with many prob- 
lems in connection with Public Law 779, the doctor-draft 
law. The present law expires June 30, 1953, while the pro- 
fessional manpower shortage is expected to continue until 
1958, when enough nonveterans who are now deferred from 
the regular draft to pursue medical training will be available 
to meet most military needs. The situation has caused De- 
partment of Defense officials to begin discussions with rep- 
resentatives from other federal departments and professional 
associations preparatory to asking for extension and amend- 
ment of the law. 

At the first conference held, it was pointed out that 
medical priorities 1 and 2 will soon be exhausted, and future 
requirements of the Armed Services will have to be met 
from priorities 3 and 4. A large portion of priority 3 is 
comprised of older, established doctors with heavy family 
responsibilities. In accordance with the usual policy, pro- 
vided for in the existing law, priority 3 is being called ac- 
cording to age, with the youngest first. The cutoff date for 
accrual of professional experience of priority 3 doctors is 
July 1, 1952. Even so, most older priority 3 doctors are 
entitled to ranks of major, lieutenant colonel, commander, 
and other high grades, which will create a surplus of high- 
ranking medical officers without providing sufficient young 
doctors. 


The age and experience level of younger priority 4 doctors 
makes many cf them desirable for active military service, 
but the idea of drafting veterans has never been popular. 
Priority 4, under the present law, will be called according 
to length of service already performed. Also under the 
present law, all priority 3 available doctors must be called 
before those in priority 4. 

At present it is impossible to tell how many priority 3 
doctors will be available for military service. In this category 
are the men who have had no active military service since 
September 16, 1940, and who did not participate in the 
ASTP or V-12 Program nor were deferred to pursue their 
professional training between December 7, 1941, and March 
31, 1947. This means that the doctors who were physically 
disqualified for active military duty during World War II 
(classified 4-I') are in priority 3, and many of these same 
physicians will be found physically disqualified during the 
present emergency. Also in the priority 3 group are physi- 
cians who were considered essential in civilian practice dur- 
ing World War II; they will be among those entitled to 
field grade ranks if they apply for commissions now. The 
remaining segment of priority 3 consists of new graduates 
who are not veterans of World War II. This group is con- 
sidered highly desirable for military duty by the Armed 
Forces, but there are relatively few in this status. 


Although no conclusions were reached at the first con- 
ference, there will be other Department of Defense meet- 
ings for the purpose of finding solutions to these problems. 
Eventually, state medical associations may be asked to pledge 
support for an extension and/or amendment of Public Law 
779. 






NOVEMBER 1952 








Replacement Program 


Another recent development in the military picture is the 
current program for replacing priority 1 physicians who are 
now held essential in their civilian practice with physicians 
who have just been released from active military service. 

Welcoming letters from the State Advisory Committee 
central office are written to reservists being released from 
service whose home addresses are in Texas. Physicians are 
referred to the Physicians Placement Service of the Texas 
Medical Association, and the Placement Service also is sup- 
plied with names of communities in Texas needing replace- 
ments. In this connection, the American Medical Association 
also maintains records of physician-reservists scheduled for 
release from service and notifies the State Advisory Com- 
mittee of those who have indicated desire to locate in Texas. 
These names are also referred to the Placement Service. 
Dental reservists are asked to communicate with the central 
office of the State Advisory Committee, which maintains a 
list of Texas localities needing dental replacements. 


Illinois Plan 


Because of the increasingly difficult problems in determin- 
ing essentiality of doctors, all State Advisory Committees 
now follow a system of recommendation set up by the Illi- 
nois Advisory Committee, “The Illinois Plan.” The Illinois 
Plan provides that when a doctor is considered essential to 
the health and welfare of a community, a recommendation 
for deferment for six months is in order. Such recommenda- 
tions are to allow time for the individual concerned to find 
replacement. At the end of the six months’ period, the case 
is subject to review. At that time, if there is not written 
evidence in the hands of the local or State Advisory Com- 
mittee concerned that effort to secure replacement has been 
made, no additional deferment will be considered. Such evi- 
dence may be copies of correspondence to the Physicians 
Placement Service and the American Medical Association, 
newspaper advertisements, and so forth. 


The Illincis Plan applies only to cases wherein the doctor 
is essential to his community. 


Naval Reserve Officers 


At a recent meeting of the Texas Advisory Committee, a 
representative of Eighth Naval District Headquarters pointed 
out that many new doctors, recent graduates, are not regis- 
tered with the Selective Service System. Senior medical stu- 
dents are required to register within five days after receipt 
of medical degrees, or be subject to possible FBI investiga- 
tion and Department of Justice action. 

The Naval cfticial also pointed out that the Navy has 
more than one-half of all priority 2 reservists in the coun- 
try. The Navy had sent a letter to all priority 2 Naval Re- 
serve doctors about three months ago, informing them of 
impending orders after October 1, 1952. The Navy had also 
disseminated information to interested senior medical stu- 
dents and to all reserve medical officers about one and one- 
half years ago, stating that the Naval policy was to defer 
them to complete their medical school training and intern 
year, after which they might expect call to active duty. It 
was brought out that many reservists had ignored the letter 
or information and signed contracts, entered residencies, or 
made other plans. Many of these same doctors have been or 
are being called to active duty now, and it has been neces- 
sary that the State Advisory Committee declare them avail- 
able for military service despite protests of those concerned. 


Some have been granted short deferments to find replace- 
ments. 


Selective Service Registrants 


At the same meeting, an Army representative pointed out 
the fact that local Selective Service boards are screening all 
priority 3 special registrants. It is possible that a few younger 
priority 3 physicians will be called about the first of the 
year, and a few priority 3 dentists are scheduled for calls 
now. These special registrants have opportunity to apply for 
commission up to date of induction, although it is preferable 
that application be made much sooner. It takes a minimum 
of ninety days for Navy and Air Force commissions to be 
processed and for the men to be appointed. The Army, in 
extreme cases, can process a case in three weeks. Inquiries 
relative to rank, personal hardship, duty station, and profes- 
sional and physical requirements should be forwarded to the 
branch of service concerned. For Navy or Air Force data, 
requests should be sent directly to the Office of the Surgeon 
General of the service concerned, Washington, D. C. For 
Army information, inquiries should be directed to the Office 
of the Surgeon, Headquarters Fourth Army, Fort Sam Hous- 
ton, Texas, to the attention of Lt. Col. M. J. Pitt. As long 
as a registrant applies for and receives reserve commission 
before induction date, he will receive the $100 per month 
bonus pay. 


Some registrants may question their so-called double lia- 
bility under the Selective Service regulations. These regis- 
trants are said to have a dual responsibility when they (1) 
were born after August 30, 1922, and are eligible for serv- 
ice like any other male born after that date, and (2) are 
eligible for service under Public Law 779. These men will 
have two Selective Service classifications and are processed 
as both regular and special registrants. When a person is 
ordered to report for induction as a special registrant, he 
has the previously outlined opportunities for securing com- 
mission and should be so informed by his local board. When 
he is ordered to report for induction as a regular registrant, 
he will be inducted as ordered unless he accepts a commis- 
sion and actually enters on active duty by the date set for 
induction. 


Under the doctor-draft law, local boards do not have 
authority to classify special registrants 4-F on advice from 
the local medical adviser to the local board. The Armed 
Forces makes decision as to physical acceptability of special 
tegistrants, usually following pre-induction physical exam- 
ination. Doctors who meet the physical standards required 
by the Armed Forces in processing special registrants will 
be physically qualified for commission. If registrants have 
no defects, they are recommended for commission. Some 
will have defects that are waivable, and the Army will ask 
these doctors tc request waiver of defects if they desire com- 
mission. If a registrant refuses to sign a waiver, the Armed 
Forces will not accept him for commission; this is authority 
for a local board to classify him 4-F as a special registrant. 
In the event that the doctor concerned is also a regular reg- 
istrant, he may be processed for induction; however, the 


latter action is unlikely. Regular registrants can be classified 
4-F by local boards. 


When registrants have obvious physical defects, they 
should submit written evidence to local boards. If a special 
registrant has obvious physical defects, the data he submits 
to his local board will be channeled to Headquarters Fourth 
Army for approval or disapproval. If approved by Fourth 
Army, all papers will be forwarded to Washington for final 
decision. If a special registrant is rejected for commission 
by the Air Force or by the Navy or by both branches of 
service, it does not necessarily mean that he will be found 
physically disqualified by the Army. It is therefore feasible 
that all special registrants undergo pre-induction physical 


examination at an Armed Forces Examining Station in order 
to have his physical status properly determined. 


The Texas Advisory Committee makes every effort to dis- 
perse as much information as possible to doctors who are 
subject to call to military service. Since the central office of 
the State Advisory Committee consistently furnishes impor- 
tant data to the local advisory committees, it is hoped that 
all special registrants will remain in touch with their respec- 
tive committees. 


TEXAS RHEUMATISM ASSOCIATION 


Dr. Charles L. Short, Boston, member of the Harvard 
Medical School and Massachusetts General Hospital staffs 
and of the Robert Lovett Foundation for the Study of Crip- 
pling Diseases, will be the guest speaker for the December 
5 meeting of the Texas Rheumatism Association to be held 
in Dallas. The program follows: 

Unusual Lesions of Bone—Dr. J. E. Miller, Dallas. 
Pathology of Collagen Diseases—Dr. O. J. Wollenman, Fort Worth. 
Diagnosis and Treatment of Rheumatoid Arthritis—Dr. Short. 


Sheep Cell Agglutination Test in Rheumatoid Arthritis—Robert Pike, 


Ph. D., S. Edward Sulkin, Ph. D., and Dr. Howard C. Coggeshall, 
Dallas. 


Problem of Acute Rheumatic Fever in the Southwest—Dr. G. B. 

Forbes, Dallas. 

Present Status of Hip Arthroplasty—Dr. D. K. Barnes, Dallas. 

Low Back Pain—Dr. Paul C. Williams, Dallas. 

Recent Advances in Treatment of Gouty Arthritis—Dr. Short. 
Physical Medicine in Treatment of Arthritis—Dr. Edward M. Krusen, 

Jr., Dallas. 

Diagnosis and Treatment of Ruptured Intervertebral Disks—Dr. Al- 
bert D’Errico, Dallas. 

Dr. Short will offer an informal discussion of the papers 
at the end of the morning program and again at the conclu- 
sion of the afternoon session. 

Officers will be elected during a business session. Cur- 
rently serving are Dr. Robert H. Mitchell, Fort Worth, 
president; Dr. J. C. Crager, Beaumont, first vice-president; 
Dr. Charles T. Stone, Jr., Galveston, second vice-president; 
and Dr. Charles H. Cornwell, Marlin, secretary-treasurer. 


Physically Handicapped Saluted 


Employ the Physically Handicapped Week was observed 
in Texas October 5-11 in accordance with a proclamation 
signed by Governor Allan Shivers during the annual meet- 
ing of the Texas Committee for the Employment of the 
Physically Handicapped. Governor Shivers also paid tribute 
to Ernest Tupin, Comanche, a triple amputee who carries on 
a jewelry business and has trained sixty persons, a majority 
of them handicapped, in watch and jewelry repair. Mr. 
Tupin, a victim of Buerger’s disease at the age of 20 and 
subsequently subjected to five different amputations, was 
given a distinguished service award by the Governor and 
was named “handicapped person of the year in Texas” by 
the Texas Committee. 

The committee included in its one-day program an ad- 
dress by William P. McCahill, executive secretary of the 
President's Committee on Employ the Physically Handi- 
capped, Washington, D. C., and discussions by leaders in 
industry, labor, and veterans organizations designed to fos- 
ter the rehabilitation and employment of handicapped work- 
ers in Texas. 


American Diabetes Association Essay Prize 


The American Diabetes Association offers a $250 prize 
to medical students and interns for the best paper submitted 
on any subject relating to diabetes. Manuscripts must be sub- 
mitted on or before April 1, 1953. Additional information 
may be obtained from the American Diabetes Association, 
11 West 42nd Street, New York 36. 
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Mechanical Heart Maintains Blood Supply 


One of the first instances of survival of a patient on 
whom a mechanical heart mechanism was used to take over 
the complete function of maintaining the blood supply of 
the body while the heart was opened and worked on is re- 
ported in the October 18 issue of The Journal of the Amer- 
ican Medical Association. 

Complete substitution of the left ventricle of the heart by 
an artificial pumping mechanism was maintained for fifty 
minutes, according to Drs. Forest D. Dorill, Edward Hill, 
and Robert A. Gerisch, of the research division at Harper 
Hospital in Detroit. The patient, a 41 year old man, was 
undergoing an exploratory heart operation. 

The doctors stated they had found, through animal ex- 
perimentation, that substituting the flow of blood on the left 
side of the heart is safer and simpler than bypassing the 
right side, the entire heart, or the entire heart and lungs. 
They pointed out that the complete bypass of the left ven- 
tricle of all the blood which normally passes through it may 
permit surgery on the heart previously not possible. 


Association of American Physicians and Surgeons 


Dr. Charles L. Farrell, Pawtucket, R. I., was installed as 
president of the Association of American Physicians and 
Surgeons at its annual meeting in Denver, October 2 
through 4. Dr. Denton Kerr, Houston, out-going president 
of the Association, was one of the four new directors elected. 

Dr. T. C. Terrell, Fort Worth, President of the Texas 
Medical Association, addressed the assembly on October 3. 
In his talk Dr. Terrell made a plea for medical unity and 
pointed out the responsibility of the individual physician 
to support and work within his county and state medical 
organizations, the American Medical Association, and the 
Association of American Physicians and Surgeons. 

The November News Letter prepared by the Association, 
praised the organizational and promotional job being done 


in Texas on the essay contest annually sponsored by the 
Association. 


CORRECTION—ALCOHOL RETAINED IN BODY 


In the article on “Alcohol Retained in Body Determines 
Intoxication” appearing on page 649 of the September 
JOURNAL, an error was made in quoting statistics from the 
original article published in the May 3 issue of The Journal 
of the American Medical Association. The passage should 
have read: “The report pointed out that an average person 
who consumes five drinks, each containing one-half ounce 
of absolute alcohol, in three hours consumes a total of two 
and one-half ounces, an amount which could cause a max- 
imal blood alcohol of about 0.12 per cent by weight if no 
oxidation took place. However, in the three hours one ounce 
of alcohol would be oxidized, reducing the blood alcohol to 
a maximum of 0.08 per cent.” 


University of Texas Medical Branch 


A grant of $2,000 for cardiovascular research work has 
been made by the Texas Heart Association to Drs. George 
R. Herrmann and Milton J. Hejtmancik, director and assist- 
ant director, respectively, of the Heart Station of the Uni- 
versity of Texas Medical Branch, Galveston. 

New appointments at the Medical Branch include that of 
Dr. Patrick Romanell, formerly of Wells College in New 
York, to associate professor of history and philosophy of 
medicine. Also, Donald Duncan, Ph.D., professor of anatomy 
and chairman of the Department of Anatomy, has been 
named associate dean of the Graduate School of The Uni- 
versity of Texas for the Medical Branch. 
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Dr. Jacob Furth of the Biology Division of the Oak Ridge 
National Laboratory was a guest lecturer at the Medical 
Branch in November. Dr. Raymond Zwemer, chief of the 
Science Division of the Library of Congress, will be a guest 
lecturer in December. 

The seminar room in the Department of Biochemistry 
and Nutrition in the new Gail Borden Laboratory Build- 
ing at the Medical Branch will be named in honor of the 
late Byron M. Hendrix, Ph.D., who for many years was a 
professor of biochemistry. 


PERSONALS 


Dr. George W. Turner, El Paso, has been appointed as 
a member of the Texas State Board of Health. He will fill 


the unexpired term of the late Dr. James W. Long of Port 
Arthur. 


Dr. Martin S. Buehler, Dallas, was elected national sur- 
geon of the Reserve Officers Association of the United 
States during the national convention held recently in San 
Antonio. His election marks the first time in the organiza- 
tion's twenty-six years of existence that a naval officer has 
been so honored. 


Dr. Charles L. Martin, Dallas radiologist, was a speaker 
at the Southeastern States Cancer Seminar at Tampa, Fla., 
October 30 through November 1, according to The Journal 
of the American Medical Association. 


Dr. Walter C. Goddard and Mrs. Ruth Hunnicut, both 
of Austin, were married in Austin on October 24, accord- 
ing to the Austin American. 


Dr. Bolivar C. Andrews and Mrs. Andrews, Tyler, re- 
cently observed their fiftieth wedding anniversary, states 
the Athens Review. 


Recent births reported by the Alumni Bulletin of the 
University of Texas Medical Branch include a boy to Dr. 
and Mrs. Royall Campbell Stiernberg, Galveston, and a girl 
to Dr. and Mrs. Walter B. King, Jr., Waco. Other recent 
births reported in the newsletter of the Tarrant County 
Auxiliary include a boy to Dr. and Mrs. George A. Stewart, 
Jr., and girls to Dr. and Mrs. Robert P. McDonald, Dr. and 
Mrs. Grant F. Begley, and Dr. and Mrs. John L. Wallace, 
Jr., all of Fort Worth. 


WESTERN SURGICAL ASSOCIATION 

The Western Surgical Association will hold its annual 
meeting December 4 through 6 at the Shamrock Hotel in 
Houston. Dr. Michael E. DeBakey, Houston, is local chair- 
man for the committee on arrangements. The scientific ses- 
sions will include some forty-three talks covering all fields 
of surgery. 

The meeting is open to members and invited guests. No 
registration fee will be charged. Further information may 
be obtained from Dr. Michael L. Mason, secretary, 154 East 
Erie Street, Chicago, Il. 


American Urological Association Contest 


The American Urological Association has announced that 
it will again sponsor its annual essay contest on the result 
of some clinical or laboratory research in urology. Com- 
petition in this contest is limited to urologists who have 
been in such specific practice for not more than five years 
and to men in training to become urologists. Essays must be 
submitted before January 15. The first prize is $500; three 
awards will be given. For full particulars inquiries may be 
addressed to Mr. William P. Didusch, executive secretary, 
1120 North Charles Street, Baltimore. 





Texas Association of Blood Banks 


Dr. E. E. Muirhead, Dallas, president of the Texas Asso- 
ciation of Blood Banks, will preside at its annual meeting 
in Galveston on December 5 and 6. Dr. W. N. Powell, 
Temple, is program chairman. Speakers and their subjects 
will include: 

Circulating Blood Volume in Relation to Determining the Need for 
Blood Transfusions in Cancer Surgery—Drs. R. Lee Clark and 
J. Ballantyne, Houston. 

Legal Aspects of Blood Banking—W. Quinn Jordan, LL. B., Arizona. 


Present Day Concepts of Rh-Hr Sensitization—Dr. Philip Levine, 
Newark, N. J. 


Post-operative Jaundice; Transfusion Reaction or Shock?, and Film, 

Mayo Clinic Blood Bank—Dr. Don Mathieson, Rochester, Minn. 
Blood and Fluids in Burn Surgery—Dr. T. G. Blocker, Galveston. 
Management of the Newborn Infant with Erythroblastosis Fetalis— 

Dr. T. J. Greenwalt, Milwaukee. 

In addition, panel discussions on administrative problems, 
transfusion therapy, and immuno-hematology will be held. 
At the conclusion of the business session, Dr. Powell will 
be inducted as president of the Association. Further informa- 
tion may be secured by writing the office of the secretary, 
Texas Association of Blood Banks, 3500 Gaston Avenue, 
Dallas. 


Surgeons Plan Regional Meeting 


Plans are being formulated for a regional assembly of the 
International College of Surgeons in Dallas on February 5, 
6, and 7, 1953. Members of the College and all other sur- 
geons of Texas, Oklahoma, and Arkansas are invited to par- 
ticipate in this meeting. A series of operative clinics will 
take place at Baylor Hospital; operative procedures in gen- 
eral surgery, urology, proctology, plastic surgery, neurosur- 
gery, and gynecology have been tentatively scheduled. 

Among the subjects to be discussed at the general assem- 
blies are “The Prevention and Management of Acute Renal 
Failure”; “Surgery of the Colon”; “Abdominal Injuries”; 
“Cardiac Arrest and Impending Death”; “Intravenous Pye- 
lography”; “The Relief of Pain by Neurosurgical Proce- 
dures”; “Surgical Management of Proctologic Diseases in 
Children”; ‘Surgical Treatment of Increased Intracranial 
Pressure’; and “Diseases of Anal Canal, Rectum, and 
Colon.” 

Guest speakers taking part in the program will include 
physicians from Chicago, New Orleans, Kansas City, Ro- 
chester, Minn., and Texas. A registration fee of $5 will be 
charged. Additional information may be obtained from Dr. 
Curtice Rosser, chairman, arrangements committee, 710 
Medical Arts Building, Dallas. 


Texas Dermatological Society Meets 


The fall meeting of the Texas Dermatological Society took 
place September 28 at Brooke General Hospital, San An- 
tonio, with forty-five members and fifteen guests present. 
Seventeen clinical cases were presentd. Dr. C. H. McCuis- 
tion, Austin, reported on the work of the committee for con- 
trol of tinea in Texas. The next meeting of the society will 
be held April 26 and 27 at Houston, in conjunction with 
the 1953 annual session of the Texas Medical Association. 


Civil Service Medical Examinations 


The United States Civil Service Commission has an- 
nounced a medical officer examination for filling the posi- 
tions of rotating intern, psychiatric resident, and general 
practice resident in St. Elizabeth's Hospital, Washington, 
D. C. Full information and application forms are available 
from most first-class and second-class post offices or from 
the United States Civil Service Commission, Washington 
23, D.C. 


Eye Tumors Detected by Radioactive Phosphorus 


A preliminary report of 8 cases of possible intraocular 
tumors in which radioactive phosphorus was used as a help 
in diagnosis suggests that this radioisotope may be valu- 
able in the identification and localization of eye tumors. 
The report, appearing in a recent issue of Archives of 
Ophthalmology, was written by Dr. Charles I. Thomas, 
Jack S. Krohmer, M.A., and Dr. John P. Storaasli of West- 
ern Reserve University School of Medicine, Cleveland. 

A definite concentration of radioactive phosphorus was 
found in tumor tissue, whereas a uniform distribution of 
the active material was found throughout the eye in 2 cases 
where no tumor was present. 

A local anesthetic is given in the new procedure, and 
500 microcuries of radioactive phosphorus is administered 
intravenously in sterile isotonic solution of sodium chloride. 
At intervals of one-half hour, three measurements by Geiger 
counter of activity over suspected tumor areas and over 
other areas of both eyes are made and the results recorded. 


CHEMOTHERAPY IN LEPROSY 


Drs. George W. Zeluff, Houston, and G. J. Hayes, Alvin, 
writing in the October 11 issue of The Journal of the Amer- 
ican Medical Association, have stated that recent advances in 
chemotherapy have made a marked improvement in the 
prognosis of leprosy. The doctors pointed out that although 
all forms of treatment still require months or years, the 
greater efficacy of such drugs as the sulfones has radically 
changed the course and future of treatment in early leprosy. 

In view of these facts, the authors emphasized the im- 
portance of earlier recognition of the disease on the part of 
physicians and a more enlightened attitude towards the dis- 
ease by both the laity and the medical profession. 

The article states that only 0.1 per cent of the total per- 
sons afflicted with leprosy are found in the United States, 
and the majority of these are found in California, Texas, 
Florida, and Louisiana. The incubation period of leprosy, it 
adds, varies from one to ten years, with the disease being 
found most frequently in persons in their thirties. 


Science Association to Meet 


The annual meeting of the American Association for the 
Advancement of Science will be held in St. Louis, December 
26 through 31. The Section on Medicine will conduct sym- 
posiums on fluid balance and saline therapy; chemotherapy 
of tuberculosis; and health hazards and health protection, 
with special regard to food protection, air pollution, and 
radiation hazards. Further information may be obtained 
from Dr. Gordon K. Moe, secretary, Section on Medicine, 
State University of New York, Medical Center, Department 
of Physiology, Syracuse 10, N. Y. 


Mental Health Secretary Appointed 


The Board of Trustees has appointed Dr. Richard J. 
Plunkett, Chicago, secretary of the Committee on Mental 
Health of the American Medical Association. The commit- 
tee, established in March, 1952, was formed primarily to 
consider problems existing today in psychiatry and mental 
health. Dr. Plunkett has been a member of the Association’s 
editorial staff for the last five years. 


Harris Clinic Changes Name 


The staff of the Harris Clinic, 650 Fifth Avenue, Fort 
Worth, has announced that, effective November 1, the name 
of the clinic officially has been changed to that of the Fifth 
Avenue Clinic. Twelve physicians are on the staff of the 
clinic. 
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NEW VOICE FOR LARYNX AMPUTEE 


Because of new techniques in rehabilitation nearly all pa- 
tients required to have the larynx removed now can acquire 
a natural form of speech. No artificial aid is necessary and 
the patient is able to resume former occupations and activi- 
ties requiring the voice, reports an otolaryngologist in the 
August 2 issue of The Journal of the American Medical 
Association. 

The author points out that more patients are undergoing 
total removal of the larynx yearly because surgical tech- 
niques now assure from 50 to 60 per cent of five year and 
longer cures of those afflicted with cancer of the larynx and 
many attain a normal life expectancy. 

The article states that antibiotic drugs, sulfonamides, 
whole blood transfusions, good anesthesia, and nutritional 
intravenous therapy have aided in reducing the period of 
hospitalization from eight to twelve weeks to ten to four- 
teen days. 

Dr. Nathaniel M. Levin, author of the article, says that 
the necessity for speech rehabilitation after laryngectomy is 
now more widely recognized. The patient has received an 
economic and emotional blow. He is told that the upper 
alimentary tract offers a satisfactory substitute for the re- 
spiratory tract in the new speech mechanism which uses 
swallowed air. He is taught to use the diaphragm, esophagus, 
pharynx, and other organs to produce sound. After two 
weeks the patient can make nearly all the fundamental 
sounds and after one month the trainee usually talks well. 


MANUALS ON MULTIPLE SCLEROSIS 


A series of pamphlets dealing with the problems of phys- 
ical medicine and rehabilitation in multiple sclerosis, pub- 
lished and distributed by the National Multiple Sclerosis 
Society, are being made available without cost to physicians. 

Directed to the patients, four of these manuals have been 
published. They are (1) for independently ambulatory pa- 
tients, (2) for patients ambulatory with aids—such as canes 
and crutches, (3) for wheel chair patients, and (4) for bed 
patients. 

Additional information regarding these manuals may be 
obtained from the National Multiple Sclerosis Society, 270 
Park Avenue, New York 17. 


Baylor University College of Medicine 


Dr. Stanley William Olson, dean of the University of 
Illinois College of Medicine, Chicago, has been elected dean 
of the Baylor University College of Medicine, Houston. His 
appointment will become effective January 1. Dr. Olson will 
succeed Dr. Walter H. Moursund, dean of the college since 
1922. Dr. Moursund will remain on the faculty as dean 
emeritus and director of endowment. 


Uncollectable Debts in Texas 
The period after which a debt is outlawed in Texas, two 
years, is the shortest in the forty-eight states and the District 
of Columbia; Wyoming offers the longest period of grace— 
eight years. This means that if a Texas doctor does not take 
legal action to collect a bill within two years, he cannot sue 


his patient to recover——Medical Economics, September, 
1952, p. 131. 


List of Foreign Meetings Available 
A list of international and foreign meetings of interest to 
American scientists may be obtained from the Office of 
Scientific Information, National Science Foundation, 2144 
California Street, N. W., Washington 25, D. C., reports 
The Journal of the American Medical Association. Only a 
limited supply is available. 
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CANCER MORTALITY HIGH AMONG MALES 


Except for early adult life mortality from cancer among 
males is higher than among females, according to Metro- 
politan Life Insurance Company statisticians. 

Only between the ages of 25 and 44 do more women than 
men die from cancer; in the 45-54 age group the deaths 
are about equal, but at other ages the mortality of males is 
higher. The death rate of males under 25 years old was 19 
per cent above the female, according to 1950-1952 statistics. 
Only in cancer of the breast and genital organs is the fe- 
male death rate higher than the male, but male mortality 
from cancer of the respiratory system is 724 times that for 
females. Causes of the higher death rate among males re- 
flect in some measure the effect of biologic factors and en- 
vironmental factors such as exposure to chemicals now 
common in modern industry. 


How to Show Interest in Patients 

Patients expect the doctor to demonstrate his interest in 
them, an editorial in the February issue of Medical Eco- 
nomics by Dr. H. S. Baketel reminds. Some of the ways he 
can evidence his interest and create good will are as follows: 

Arrange the patient’s visit to suit his convenience. 

See that the patient gets a warm welcome from the recep- 
tionist. 

Provide reception-room comforts that make any waiting 
time seem less. 


Engage in some introductory talk with the patient about 
himself. 


Give each patient undivided attention during the consul- 
tation. 

Avoid outward signs of hurry or rush. 

Explain everything possible to the patient, from diagnosis 
to fees. 

Give the patient a chance to ask questions. 

Check on the outcome of each major case. 

Display more interest in patients between visits. 


TEXAS PEDIATRIC SOCIETY NAMES OFFICERS 


Dr. J. A. Bybee, Beaumont, became president of the Texas 
Pediatric Society at its annual meeting October 17 and 18 
in Dallas. Other officers elected were Drs. Robert L. Moore, 
Dallas, president-elect; M. C. Carlisle, Waco, secretary; 
James N. Walker, Fort Worth, secretary-elect; Jack M. 
Woodall, Big Spring, treasurer; Frank H. Lancaster, Hous- 
ton, historian; and B. A. Knickerbocker, Dallas, councilor 
for District 2. 

Seven guest speakers were featured during the scientific 
sessions, which were attended by more than two hundred 
physicians. The next meeting of the society will be held at 
Corpus Christi in October, 1953. 


Reception Room Magazines Recommended 


Appropriate magazines for doctors’ reception rooms are 
those with short stories or articles, Timothy Turner, colum- 
nist for the Los Angeles Times, reports after a detailed study 
of the subject. His list of the most acceptable publications 
includes Newsweek, Reader's Digest, Life, Holiday, Na- 
tional Geographic, Harper's Bazaar, Vogue, Seventeen, Busi- 
ness Week, New Yorker, Esquire, and Today’s Health. 


Histoplasmosis must be taken into account in all routine 
x-ray surveys of population and differentiated from tubercu- 
losis despite superficial similarities. Carefully controlled 
studies of the etiology of histoplasmosis in relation to condi- 
tions that vary geographically are very much needed.—G. 
Arnold Cronk, M. D., New York State J. Med., August 15, 
1951. 















Van Meter Prize Award 

The American Goiter Association again is offering the 
Van Meter Prize Award of $300 and two honorable men- 
tions for the best essays concerning original work on prob- 
lems related to the thyroid gland. Competing essays, cover- 
ing either clinical or research investigations, must be 
submitted no later than February 15, 1953. More data 
pertaining to this contest may be obtained from Dr. George 
C. Shivers, corresponding secretary, 100 East Saint Vrain 
Street, Colorado Springs. 


American Geriatrics Society Publication 
The American Geriatrics Society has announced that be- 
ginning in January it will issue an official publication 
to be called The Journal of the American Geriatrics Society. 
Dr. Willard Thompson, Chicago, president of the society, 


PACKAGE SERVICE 


The package library consists of collections of reprints and 
other periodical material on various subjects, prepared for 
lending to members of the Association. Request for packages 
should be addressed “Library, Texas Medical Association, 
1801 Lamar Boulevard, Austin, Texas.’’ Twenty-five cents 
in stamps should be enclosed with the request to cover 
postage and part of the expense of collecting the material. 
Packages are allowed to remain in the hands of the borrower 
for 14 days. 


ACCESSIONS 

The following additions were made to the Library during 
October: 

Reprints received, 859. 

Journals received, 313. 

Books received, 15. 

Synopsis of Pathology, ed. 3, Anderson, C. V. Mosby 
Company, St. Louis. 

Brain Surgeon, Sharpe, Viking Press, New York. 

Correlative Neuroanatomy and Functional Neurology, ed. 
6, Lange Medical Publishers, Los Altos, Calif. 

Neurosurgery in General Practice, Ver Brugghen; Radio- 
logic Diagnosis of the Lower Urinary Tract, Beard, Good- 
year and Weems; Essentials of Infant Feeding for Physicians, 
Meyer; Postgraduate Lectures on Orthopedic Diagnosis and 
Indications, vol. 4, Steindler; Acute Peripheral Arterial 
Occlusion, Holden; Postoperative Care, Atkins, Charles C. 
Thomas, Publisher, Springfield, Ill. 

Dynamic Psychiatry, vol. 3, London, Corinthian Publish- 
ers, New York. 

Low Fat Diet Cook Book, Hildreth and Hildreth, Re- 
search Press, Grossett and Dunlap, New York. 

Calcium and Phosphorus Metabolism, Report of the 
fourth M & R Pediatric Research Conference, M & R 
Laboratories, Columbus, Ohio. 

Clinical Problems in Cancer Research, Sloan-Kettering 
Institute Seminar, 1948-1949, New Era Lithograph Com- 
pany, New York. 

A 40 Year Campaign Against Tuberculosis, Dublin, 
Metropolitan Life Insurance Company, New York. 


SUMMARY OF SERVICES 
Local users, 114. 
Local packages, 38. 


Borrowers by mail, 65. 
Packages mailed, 76. 
Films loaned, 54. 





will edit the journal. All physicians interested in diseases of 
the aging are invited to join the society. The new journal 
will be published by Williams and Wilkins Company, Bal- 
timore. 


The family physician must remember that the average 
treatment for a minimal case of tuberculosis requires a 
period of at least four to eight months—a moderately ad- 
vanced case from six months to two years, and a far ad- 
vanced case from one year to several years. With the average 
cost of sanatorium care at present varying from $8 to $10 
a day, one can readily see the local total cost of tuberculosis 
control. Realizing this, the family physician should advise 
an x-ray of the chest routinely whenever indicated by any 
illness, especially any signs of chest illness—-Edward A. 
Piszczek, M. D., the Illinois Med. J., March, 1952. 





MOTION PICTURE FILM LIBRARY 


Motion picture films on medical subjects, 16 mm., both 
silent and sound, some in color, and suitable for either med- 
ical or lay audiences, are available for loan to county medical 
societies, hospital staffs, or individual physicians, on request 
Borrowers will be required to pay only the cost of shipment 
of the films, by express, with insurance, and for any damage 
to films in the hands of the borrower. 

Request for films should be addressed to ‘Motion Picture 
Film Library, Texas Medical Association, 1801 Lamar Boule- 
vard, Austin, Texas.’’ A list of available films, with descrip- 
tions, will be furnished on requesé. 





The following motion pictures were loaned by the Library 
during October: 


Accent on Use (National Foundation of Infantile Paraly- 
sis) —Bastrop Clinic, Bastrop. 

Aids in Muscle Training (American Medical Associa- 
tion) —Bastrop Clinic, Bastrop. 

Anesthesia, Low Spinal, Modified Saddle Block, in Ob- 
stetrics (Ciba Pharmaceutical Products ) Stephenville Hos- 
pital and Clinic, Stephenville. 

Anoxia, Physiology of (Linde Air Products )—Stephen- 
ville Hospital and Clinic, Stephenville. 

As Others See Us (American Hospital Association )— 
Brackenridge Hospital School of Nursing, Austin. 

Aureomycin, The Versatile Antibiotic (Lederle Labora- 
tories) Navarro County Medical Society, Corsicana. 

Cancer: The Problem of Early Diagnosis (American Can- 
cer Society)—Coleman County Medical Society, Coleman, 
and Stephenville Hospital and Clinic, Stephenville. 

Child Study: Life History of Mary (Dr. Margaret Fries) 
—Registered Nurses Club, Perryton. 

Cholecystectomy (Mead Johnson)—Ballinger Clinic-Hos- 
pital, Ballinger, and Scott and White Memorial Hospitals 
School of Nursing, Temple. 

Coarctation of the Aorta (Dr. Philip Thorek )—Bracken- 
ridge Hospital School of Nursing, Austin. 

Conquering Darkness (Hurst Eye, Ear, and Throat 
Clinic )—Launey-Altick Clinic, Dallas, and Gonzales High 
School, Gonzales. 

Delivery of Triplets (Ciba Pharmaceutical Products )— 
Dr. N. L. Schiller, Austin, and Navarro County Medical 
Society, Corsicana. 

Diagnosis of Poliomyelitis (National Foundation for In- 
fantile Paralysis )—-Ballinger Clinic-Hospital, Ballinger. 
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Electric Shock Therapy in Depressions (Drs. Cooper and 
Blair )—Stephenville Hospital and Clinic, Stephenville. 

Esophagogastrostomy, Supra-Aortic, for Carcinoma of the 
Midportion of the Esophagus (Dr. Philip Thorek )—Alpha 
Epsilon Delta, University of Texas, Austin. 

Esophagus, Surgical Treatment for Carcinoma of the 
Lower End of (Dr. Philip Thorek )—Brackenridge Hos- 
pital School of Nursing, Austin. 

Extracellular Fluid, Introduction to (Mead Johnson)— 
Brackenridge Hospital School of Nursing, Austin. 

Eyes for Tomorrow (Hurst Eye, Ear, and Throat Clinic) 
Launey-Altick Clinic, Dallas. 

Eyes, Your Children’s (British Information Services) — 
Edgar-Renegar Hospital, Levelland. 

Forty Billion Enemies (Westinghouse Electric and Manu- 
facturing Company )—Gonzales High School, Gonzales. 

From Moo to You (Borden Company )—Gonzales High 
School, Gonzales. 

Functional Anatomy of the Hand (National Foundation 
for Infantile Paralysis) —Dr. N. L. Schiller, Austin. 

The Heart: Electrokymography, Venous Catheterization 
and Angiocardiography (G. D. Searle and Company)— 
Brackenridge Hospital School of Nursing, Austin. 

Heart Disease, Oxygen Therapy in (Linde Air Products) 
—Brackenridge Hospital, Austin. 

Hysterectomy (Mead Johnson) — Ballinger Clinic-Hos- 
pital, Ballinger. 

Normal Delivery (Mead Johnson)—Brackenridge Hos- 
pital, Austin. 

On Our Own (National Foundation for Infantile Paraly- 
sis )—Edgar-Renegar Hospital, Levelland. 

Once Upon a Time (Metropolitan Life Insurance Com- 
pany )—Launey-Altick Clinic, Dallas, and Edgar-Renegar 
Hospital, Levelland. 

Oxygen Therapy Procedures (Linde Air Products)— 
Ballinger Clinic-Hospital, Ballinger. 

Proof of the Pudding (Metropolitan Life Insurance Com- 
pany )—Gonzales High School, Gonzales, and Edgar-Rene- 
gar Hospital, Levelland. 

Pyloric Stenosis, Congenital, Surgical Treatment for (Dr. 
Philip Thorek )—Ballinger Clinic-Hospital, Ballinger. 

A Question in Time (American Cancer Society )—Lamb- 
Bailey-Hockley-Cochran Counties Medical Society, Littlefield. 

Scabies (British Information Services)—Austin State 
School, Austin. 

Scarlet Fever (Lederle Laboratories)—University of 
Houston School of Pharmacy, Houston. 

Skin Grafting of Extensive Burns (Eaton Laboratories ) — 
Coleman County Medical Society, Coleman, and Travis 
County Academy of General Practice, Austin. 

Time Is Life (American Cancer Society )—Lamb-Bailey- 
Hockley-Cochran Counties Medical Society, Littlefield. 

The Traitor Within (American Cancer Society )—Lamb- 
Bailey-Hockley-Cochran Counties Medical Society, Littlefield. 

Underwater Therapy (American Medical Association ) — 
Bastrop Clinic, Bastrop. 

Vagotomy for Ulcerative Colitis (Dr. Philip Thorek )— 
Alpha Epsilon Delta, University of Texas, Austin. 

Varicose Veins and Their Complications (Becton, Dick- 
inson and Company )—Dr. R. S. Penly, Falfurrias. 

Varicose Veins, Treatment of (G. R. Searle and Com- 
pany )—Dr. R. S. Penly, Falfurrias. 


BOOK NOTICES 


The Healing Touch 


HARLEY WILLIAMS. Fabrikoid, 370 pages. $6.75. 
Springfield, lll., Charles C. Thomas, 1951. 
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Skin Therapeutics—Prescription and Preparation 


M. K. POLANO, Head of the Dermatological De- 
partment, Municipal Hospital, The Hague (Nether- 
lands), with an Introduction by CLARENCE §S. LIVIN- 
GOOD, Professor of Dermatology, The University of 
Texas, Galveston. 275 pages. $6.50. Houston, Else- 
vier Publishing Company, 1952. 

This treatise on dermatologic therapy includes a com- 
parison of the pharmacopoeias and the formularies of the 
United States, Great Britain, Belgium, France, and seven 
other European countries. Also, it gives the equivalents of 
the dermatologic medicaments in these countries. 

The book is divided into seven parts. The first includes a 
short history of early dermato-therapeutics; a discussion of 
ointments, dispensing of ointments, and how to formulate 
prescriptions; and a classification of ointment bases. The 
second deals with the basic materials used in dermato-thera- 
peutics. 

The third section should be of interest not only to the 
dermatologist, but also to the pharmacist. Herein the basic 
materials used in the prescriptions, including instructions in 
the preparations of various ointments, pastes, shake lotions 
and creams, water in oil, and oil in water are discussed. 

Then there is a section giving the action of the various 
drugs used locally in dermatology. 

Next is a dissertation on the selection of the ointment 
base in various dermatologic conditions which is excellent 
and would be of value to anyone prescribing for skin con- 
ditions. 

Section six is on the effect of drugs on the skin in rela- 
tion to the base used. Dr. Polano discusses the local effect 
of the drugs compared with the amount of absorption. He 
emphasizes the point that there is a decidedly different ef- 
fect on the skin depending on the base used. In addition to 
this are many facts that one must remember if he is prescrib- 
ing local medications. 

The last section is a comparative list of the dermato- 
therapeutic drugs mentioned in the American, British, 
Swedish, and Dutch official formularies. 

This volume will make a good handbook for all derma- 
tologists and for anyone who prepares dermatologic pre- 
scriptions. 


A Collection of Early Obstetrical Books 


ALFRED M. HELLMAN, M. D., New York. An his- 
torical essay with bibliographic description of 37 
items, including 25 editions of Roesslin’s Rosengar- 
ten. 79 pages. $2. Published by the author, 812 
Park Avenue, New York, 1952. 


Dynamic Psychiatry—Frustrated Women 


Louis S. LONDON, M. D., Formerly P.A.S. (R), 
U.S.P.H.S., Diplomate, American Board of Psychia- 
try and Neurology; Member of American Psychiatric 
Association. Volume 3. 132 pages. $3. New York, 
Corinthian Publications, 1952. 


Diseases of the Nose, Throat and Ear 


P. SIMSON HALL, M. B., CH. B., FR.CPE., 
F.R.C.S.E., Surgeon to the Royal Infirmary, Edin- 
burgh, Department for Diseases of Nose, Throat and 
Ear, Lecturer in Diseases of Nose, Throat and Ear, 
University of Edinburgh. Fabrikoid, 463 pages. $4. 
Baltimore, Williams and Wilkins Company, 1952. 


Medical Biographies—The Ailments of Thirty-Three Famous 
Persons 


PHILIP MARSHALL DALE, M. D. Fabrikoid, 259 
pages. $4. Norman, Okla.. University of Oklahoma 
Press, 1952. 
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*Disorders in Perception—With Particular Reference to the 
Phenomena of Extinction and Displacement 


Morris B. BENDER, M. D., Professor of Clinical 
Neurology, New York University College of Medi- 
cine; Director, Neurological Service, Bellevue Hos- 
pital; Neurologist, Mt. Sinai Hospital, New York 
City. 109 pages. $3. Springfield, Ill., Charles C. 
Thomas, 1952. 

In a rather remarkable way, this original and instructive 
monograph links material of an intensely practical sort 
with fundamental considerations of psychophysiology. If, as 
Wechsler has observed, the sensory portions of a neurologic 
examination are tedious, difficult, and relatively unreliable, 
Bender’s monograph will help the clinician in making them 
less so. Experience indicates that the method of “double 
simultaneous stimulation” will be found to improve the 
speed and precision of clinical examination even in con- 
fused, hysteric, and psychotic patients. As Bender correctly 
stated elsewhere (M. Clin. North America, May, 1948), 
the method is “just as simple as single testing .. . and actually 
less time consuming. For the patient, simultaneous stimula- 
tions are usually easier to compare...than several stimuli 
presented in succession.” 


The reviewer has held for years that clinical methods of 
neurologic examination are no more difficult to teach and 
to learn than are, for example, those of clinical cardiac 
examination. The method of double stimulation, first sug- 
gested by Oppenheim in 1885, helps to simplify and ex- 


pedite the teaching, learning, and application of the neuro- 
logic examination. 


If one agrees with Denny-Brown that neurology is an 
outgrowth and a part of internal medicine, then many physi- 
cians will welcome Bender’s monograph on perception as 
they did Wartenberg’s on reflexes. For the general reader, 


particularly when more work on the special senses is intro- 
duced—as it presumably will be—in a later edition, a brief 
chapter on methodology would probably increase the use- 
fulness of the volume. 


Allergy in Relation to Pediatrics 
BRET RATNER, M. D., Professor of Clinical Pediatrics 
(Allergy) and Associate Professor of Immunology, 
New York Medical College; Attending Pediatrician, 
Flower and Fifth Avenue Hospitals; Director of Pe- 
diatrics, Sea View Hospital. Fabrikoid, 228 pages. 
$3.75. St. Paul, Bruc2 Publishing Company, 1951. 


Cardiography in General Practice 
ABRAHAM I. SCHAFFER, M. D., Assistant Visiting 
Physician, Metropolitan City Hospital; Assistant Ad- 
junct, Bronx Hospital; Assistant Physician, Flower 
and Fifth Avenue Hospitals. Fabrikoid, 135 pages. 
$3. Baltimore, Williams and Wilkins Company, 
1952. 


Metabolic Methods 


C. FRANK CONSOLANZIO, Chief of Biochemistry, 
United States Army, Medical Nutrition Laboratory, 
Chicago; ROBERT E. JOHNSON, M. D., D. PHIL. 
(Oxford), Professor and Head of the Department of 
Physiology, University of Illinois, Urbana; EVELYN 
MAREK, M. A., Biochemist, United States Army, 
Medical Nutrition Laboratory, Chicago. Fabrikoid, 
471 pages. $6.75. St. Louis, C. V. Mosby Company, 
1951. 


The Fight Against Tuberculosis—An Autobiography 


FRANCIS MARION POTTENGER, M. D. 276 pages. 
$4. New York, Henry Schuman, 1952. 


2]. Edward Stern, M. D., El Paso. 


This ls Your World 


HARRY A. WILMER, M. C., Ph. D. in Path., Con- 
sultant in Psychiatry, San Mateo County Tuberculosis 
Sanatorium; Instructor in Medicine (Neuropsychia- 
try), Stanford University, San Francisco. A book for 
the orientation of professional workers to the emo- 
tional problems of the chronically ill patient; tuber- 
culosis and the individual. A Monograph in The 
Bannerstone Division of American Lectures in Chest 
Diseases. Publication 140, American Lecture Series. 
165 pages. $5.50. Springfield, Ilt., Charles C. 
Thomas, 1952. 


Histopathological Technic—Second Edition 

ARAM A. KRAJIAN, Sc. D., Formerly in Department 
of Pathology, Los Angeles County General Hospital, 
Los Angeles; R. B. H. GRADWOHL, M. D., Patholo- 
gist to Christian Hospital and Director, Gradwohl 
School of Laboratory and X-Ray Technique, St. 
Louis. Second edition. Fabrikoid, 362 pages, $6.75. 
St. Louis, C. V. Mosby Company, 1952. 


®The Human Blood Groups—utilized in Disputed Paternity 
Cases and Criminal Proceedings 


P. H. ANDRESEN, Chief, Municipal Blood Bank, 
Bispebjerg Hospital; Formerly Chief, Serological 
Department, University Institute of Legal Medicine, 
Copenhagen, Denmark. Fakrikoid, 114 pages. $3.75. 
Springfield, Ill., Charles C. Thomas, 1952. 

A recent addition to the growing segment of medical 
libraries dealing specifically with immuno-hematology is 
P. H. Andresen’s new volume on blood groups. The book 
has a pleasing arrangement, beginning with a survey of the 
various blood groups, outlining briefly certain pertinent 
hereditary aspects of blood antigens, and applying this back- 
ground to forensic problems. 

Emphasis is naturally placed on the legal interpretations 
as experienced in the author’s native land, Denmark. There 
is particular stress on the application of the A-B-O, A: Az, 
and M-N systems of blood antigens to the problem of dis- 
puted paternity. In addition, the identification of stains of 
blood, semen, and saliva is stressed in a separate chapter. 
In conclusion, a consideration of the reliability of blood 
group determinations, with emphasis on certain potential 
pitfalls, is given. 

The book has a pleasing, easy to read, lucid composition, 
characteristic of the writings of our colleagues from across 
the waters. It is written by an expert whose knowledge and 
contributions to the subject are well known and appreciated; 
yet it is slanted in a manner which appears to be of par- 
ticular value to those seeking the rudiments of the forensic 
approach to blood groups. This, then, is not what might be 
termed a reference work. It is, instead, more of an introduc- 
tory work containing the “essentials” of the subject matter. 
It would seem to be of special value to students and tech- 
nical workers embarking into this field of thought and work 
and to lay persons, particularly members of the bar who 
are interested in a reference, the contents of which can be 
grasped with little background. Nevertheless, to those al- 
ready in this field of identifying blood for legal purposes, 
there are certain interpretations and references worth re- 
membrance and quotation, such as the discussion of the 
“Haselhorst case,” Gammelgaard’s Ax receptor, the evalua- 
tion of As, Ax, As, the discussion of the Nz group, and com- 
ments of secretors and their use in forensic matters and cer- 
tain remarks on the identification of stains. 


This book appears to have a definite place in the general 
and private library. It is especially to be recommended to 
medical students, technologists, and lawyers. 


3E. E. Muirhead, M. D., Dallas. 
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A Method of Anatomy—Descriptive and Deductive 


J. C. BOILEAU GRANT, M. C., M. B., Ch. B., F.R.C.S. 
(Edin.), Professor of Anatomy, University of To- 
ronto. Fifth edition. 870 pages. $7. Baltimore, Wil- 
liams and Wilkins Company, 1952. 


Statistics for Medical Students 


FREDERICK J. MooRE, M. D., Associate Professor of 
Experimental Medicine, University of Southern Cal- 
ifornia School of Medicine; FRANK B. CRAMER, 
B. A., Research Fellow; ROBERT G. KNOWLES, 
M. S., Research Associate, Department of Experi- 
mental Medicine, University of Southern California 
School of Medicine. Fabrikoid, 113 pages. $3.25. 
Philadelphia, The Blakiston Company, 1951. 


‘Surgical Gynecology 


J. P. GREENHILL, M. D., Professor of Gynecology, 
Cook County Graduate School of Medicine; Attend- 
ing Gynecologist, Cook County Hospital; Attending 
Obstetrician and Gynecologist, Michael Reese Hospi- 
tal. Fabrikoid, 350 pages. $8.50. Chicago, The Year 
Book Publishers, 1952. 

I am pleased that this book is in our Association library 
because, in my opinion, it is the most unusual book of its 
kind published today in the field of gynecology. The draw- 
ings by Miss Angela Bartenbach, 492 such drawings on 
124 full page plates, are an outstanding feature of this text- 
book. The progress of each operation is drawn in detail and 
is one of the most conclusive types of work that I have 
seen. 

Standard gynecologic operations as well as improved ob- 
stetric operations are presented in detail in these drawings. 
Important facts regarding bowel surgery and urologic sur- 
gery are presented also. Too, Dr. Greenhill discusses pre- 
operative and postoperative care and complications in such 
cases. 

For years those of us interested in the field of gynecology 
have looked to Dr. Greenhill as the outstanding abstractor 
in our field. He has had the ability to take from current 
operations the best and to evaluate controversial subjects in 
a manner that has been of unlimited value to us all. We are 
fortunate that such a busy person has taken the time to pre- 
sent concisely so much information in a book of this size. 


The Moral Theory of Behavior—A New Answer to the Enigma 
of Mental IIIness 


FRANK R. BARTA, M. D., F.A.C.P., Director, Depart- 
ment of Psychiatry and Neurology, Creighton Uni- 
versity School of Medicine and St. Joseph’s Creighton 
Memorial Hospital, Omaha, Neb. A Monograph in 
American Lectures in Medicine. Publication 163, 
American Lecture Series. 35 pages. $2. Springfield, 
Ill., Charles C. Thomas, 1952. 


Living with Cancer—A True Story of a Woman Who Refused 
to Die 
EDNA KAEHELE, Columbus, Ohio. 160 pages. $2. 
Garden City, N. Y., Doubleday and Company, 1952. 


Synopsis of Genitourinary Diseases 


AUSTIN I. DoDSON, M. D., F.A.C.S., Professor of 
Genitourinary Surgery, Medical College of Virginia, 
and DONALD L. GILBERT, M. D., Instructor in 
Urology, Medical College of Virginia. Fabrikoid, 
313 pages. $4. St. Louis, The C. V. Mosby Com- 

pany, 1952. 
Drs. Dodson and Gilbert have again revised their ““Synop- 
sis of Genitourinary Diseases.” This is an excellent book 





‘John Dale Weaver, M. D., Austin. 
5A. A. Terry, M. D., Austin. 
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for students and general practitioners who would like to ob- 
tain a short summary regarding any type of urologic prob- 
lem. The authors discuss the diagnosis and treatment of all 
common urologic problems, but refer the practitioner to the 
urologist for the completion of more thorough diagnostic 
studies and cystoscopic procedures. 

The arrangement of the book is so concise and specific 
that information can be obtained very quickly and adequate- 
ly on most problems that would arise in the course of the 
general practice of medicine. Their directions for treatment 
are always specific, and they name the exact medication nec- 
essary to relieve the particular problem at hand. The dia- 
grams, illustrations, and photographs are adequate and clear. 
In the medical treatment of urologic problems the newer 
antibiotics and the approximate dosage necessary for their 
use are included. 


Infrared Photography 


LEO C. MASSOPUST, SR., Director, Department of 
Art and Photography, Marquette University School 
of Medicine, Milwaukee. A Monograph in American 
Lectures in Medical Photography. Publication 152, 
American Lecture Series. 52 pages, illustrated. $2.75. 
Springfield, Ill., Charles C. Thomas, 1952. 


New and Nonofficial Remedies 


THE COUNCIL ON PHARMACY AND CHEMISTRY, 
AMERICAN MEDICAL ASSOCIATION. Containing de- 
scriptions of the articles which stand accepted by the 
Council on January 1, 1952. Fabrikoid, 838 pages. 
$3. Philadelphia, J. B. Lippincott Company, 1952. 


°Congenital Dysplasia of the Hip Joint and Sequelae 


VERNON L. HART, M. D., F.A.C.S., Assistant Pro- 
fessor of Surgery, University of Minnesota, Minneap- 
olis. Fabrikoid, 187 pages. $5. Springfield, Ill., 
Charles C. Thomas, 1952. 

This monograph discusses the problem subjects of con- 
genital subluxations and dislocations of the hip. There is an 
exhaustive historical review, the author’s ideas relative to 
etiology and pathogenesis, and a fine description of the early 
clinical and roentgen-ray diagnosis of this condition. The 
book contains some repetition of material, but the author 
probably has produced this deliberately to emphasize the 
importance and methods of early diagnosis and treatment so 
that the disabling sequelae, otherwise appearing later in life, 
may be eliminated. The illustrations in the text are partic- 
ularly good, and the legends are complete. 

Dr. Hart’s monograph is recommended highly to the 
pediatrician and general practitioner, as well as to the ortho- 
pedist. 


Serology with Lipid Antigen 


REUBEN L. KAHN, M. S., D. Sc., Associate Profes- 
sor, Department of Dermatology and Syphilogy, 
University of Michigan Medical School. Fabrikoid, 
327 pages. $6.50. Baltimore, Williams and Wilkins 
Company, 1950. 


Applied Physiology 


SAMSON WRIGHT, M. D., F.R.C.P., John Astor Pro- 
fessor of Physiology, University of London, Middle- 
sex Hospital Medical School; MONTAGUE MAIZELS, 
M. D., F.R.C.P., Professor of Clinical Pathology, 
University of London, University College Hospital 
Medical School; and JOHN B. JEPSON, M. A., D. 
Phil., A.R.LC., Senior Lecturer in Biochemistry, 
Courtaud Institute of Biochemistry, Middlesex Hos- 
pital Medical School. Fabrikoid, 1,190 pages. $9. 
New York, Oxford University Press, 1952. 





®Jack E. Maxfield, M. D., Wichita Falls. 


AMERICAN MEDICAL ASSOCIATION 


Denver Scene of Clinical Session 


A program designed to appeal to the general practitioner 
and the specialist alike has been prepared for the sixth an- 
nual clinical session of the American Medical Association 
to be held in Denver, December 2-5, according to Dr. Ernest 
B. Howard, Chicago, assistant secretary. 

The House of Delegates of the Association will meet in 
conjunction with the clinical session. The General Practi- 
tioner of the Year will be named at this time. All technical 
and scientific exhibits as well as the scientific sessions will 
be held in Denver’s Municipal Auditorium. More than 200 
papers are scheduled to be delivered. General divisions will 
include obstetrics, pediatrics, diseases of the chest, cardio- 
vascular diseases, neurology and psychiatry, fluid balance and 
kidney problems, traumatic surgery, and medical therapy. 

Surgical operations, televised in color from operating 
rooms in the Denver General Hospital, will be viewed at 
the Municipal Auditorium; while symposiums on jaundice 
and peptic ulcer, and a program on cardiac diseases, chiefly 
rheumatic heart disease, will also be shown via color tele- 
vision. 

There is no registration fee for members of the Associa- 
tion. Application forms for hotel reservations and for ad- 
vance registrations may be found each week in The Journal 
of the American Medical Association or may be obtained by 
writing to the chairman, American Medical Association Sub- 
committee on Hotels, 225 West Colfax, Denver 2, for hotel 
reservations, and the American Medical Association, 535 
North Dearborn Street, Chicago 10, for advance registra- 
tions. 


PUBLIC RELATIONS CONFERENCE 

The fifth annual Medical Public Relations Conference of 
the American Medical Association will be held December 1 
in Denver, prior to the opening of the annual clinical ses- 
sion on December 2. Dr. Edward J. McCormick, Toledo, 
President-Elect of the Association, will give the keynote ad- 
dress. Panel discussions, a symposium, playlet, and luncheon, 
have been included on the conference’s agenda. Advance 
registrations may be addressed to Public Relations, American 
Medical Association, 535 North Dearborn Street, Chi- 
cago 10. 


Network Telecasts of Clinical Session 

A series of network telecasts sponsored by Smith, Kline 
and French Laboratories will originate from the clinical 
session of the A.M.A. These telecasts will be shown over 
three Texas television stations, WBAP-TV, Fort Worth; 
KPRC-TV, Houston; and WOAI-TV, San Antonio. Tenta- 
tive program time is 9 p. m. on December 4 for direct tele- 
casts and 8:30 p. m. December 9 for delayed telecasts. 

State and ccunty medical societies and auxiliaries have 
been urged by A.M.A. officials to publicize the telecasts, 
checking first with local stations to be certain of the time 
of the telecasts. 


All States Have Mediation Committees 


The Council on Medical Service of the American Medical 
Association has announced that mediation committees now 
have been established in each of the forty-eight states, the 
District of Columbia, and Hawaii. These committees, func- 
tioning as patient-physician relation bodies, investigate com- 
plaints concerning the professional conduct and ethical de- 
portment of individual physicians and attempt amicable ad- 
justments. The Council also reports that voluntary health 
coverage continues to gain both in quality and quantity. It 
is estimated that by 1953 approximately 90,000,000 persons 
will be covered by some form of protection against the costs 
of illness, accident, and hospitalization. 


NEW TYPE FIRST AID MANUALS AVAILABLE 


The Council on Industrial Health and the Bureau of 
Health Education of the American Medical Association have 
developed a vest-pocket size first aid manual. The manual is 
designed to encourage individuals to carry it where it can be 
readily available for emergency use. The content outlines 
first aid instructions for everyday illnesses and injuries as a 
guide to those who have not received first aid training as 
well as a refresher for others. 

Single copies of this manual may be obtained without 
charge through the Council on Industrial Health. Quantity 


prices will be supplied upon request by the order depart- 
ment. 


TEXAS MEDICAL ASSOCIATION 


Preview of 1953 Annual Session 


A program tailored for the observance of the centennial 
anniversary cf the establishment of a medical organization 
in Texas is being arranged for the 1953 annual session of 
the Texas Medical Association. Scheduled for Tuesday and 
Wednesday, April 28 and 29, with meetings of the House 
of Delegates on the preceding Sunday and of related spe- 
cialty organizations on Monday, the session will be held at 
the Shamrock Hotel in Houston. 

Emphasis will be on Texas and its contribution to medical 
progress. Thirty or more distinguished physicians who are 
native Texans or received their medical training here are 
coming from their present locations outside the state to pre- 
sent papers for the nine scientific sections. In addition, the 
program of each section will include a review of progress 
in its specialiy during the past one hundred years, stressing 
developments in Texas and by Texans. Each program will 
be rounded cut by contributions from practitioners who cur- 
rently live in Texas. 

Dr. P. I. Nixon of San Antonio, whose book recounting 
the history of the Texas Medical Association is expected to 
be off the press in time for the annual session, has been in- 
vited to speak at the opening exercises Tuesday morning, 
summarizing the major incidents in the growth of the or- 
ganization. 

Instead of including the traditional President's Reception 
and Ball, the 1953 session will honor the President of the 
Association with a banquet Tuesday evening, to which 
members of the Woman’s Auxiliary as well as of the Asso- 
ciation will be invited. An evening of entertainment planned 
for varying interests is promised for this event. 
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The Exhibit Hall of the Shamrock Hotel provides space 
for an unusually large scientific and technical exhibit. Per- 
sons wishing to offer scientific displays or motion pictures 
should write Dr. James D. Murphy, Chairman of the Com- 
mittee on Scientific Exhibits, 1556 Magnolia, Fort Worth. 
Those desiring to reserve space for a commercial exhibit 
should write N. C. Forrester, Executive Secretary of the 
Association, 1801 Lamar Boulevard, Austin. 


Officers of the scientific sections have tentative programs 
nearly complete. If a member of the Association would like 
to submit a paper for consideration, however, he should 
write promptly to the secretary or chairman of the appro- 
priate section (names are listed in the June JOURNAL, page 
411), giving the topic and preferably a résumé of his paper. 
Section programs will not be closed until the mid-January 
meeting of the Council on Scientific Work. 


Local details for the session are being handled by the 
Committee on General Arrangements under the chairman- 
ship of Dr. Edward T. Smith, 907 Hermann Professional 
Building, Houston. 


Reservations for bedroom accommodations are not being 
accepted by the Shamrock Hotel until after January 1. 
Thereafter, requests for reservations should be sent directly 
to the hotel, which either will provide space or arrange for 
accommodations in other Houston hotels. 


Essay Prizes Announced 


Ten prizes totaling $250 will be awarded next spring by 
the Texas Medical Association to state winners of the Asso- 
ciation of American Physicians and Surgeons annual essay 
contest for high school students. First prize will be $100. 
Other prizes will include a $50 second prize, a $25 third 
prize, a $15 fourth prize, and six honorable mention prizes 
of $10 each. 

A first prize of $1,000 will be awarded by the Association 
of American Physicians and Surgeons to the national winner 
of the best essay on ‘““Why the Private Practice of Medicine 
Furnishes This Country with the Finest Medical Care.” The 
three top prize winning essays in Texas will be submitted 
to the Association of American Physicians and Surgeons to 
compete for the national award. 

Representatives of the A.A.P.S. in Texas on the 1953 con- 
test committee are Dr. Mal Rumph, Fort Worth, and Dr. 
Charles D. Reece, Houston. Mrs. A. O. Severance, San An- 
tonio, has been named chairman of the Woman’s Auxiliary 


committee to promote the essay contest on the county and 
state level. 


COUNTY SOCIETIES 





Bell County Society 
October 1, 1952 
(Reported by E. R. Veirs, President) 
Organic Hyperinsulinism: Surgical Problems—R. R. White, Temple. 

Discussion—H. B. Anderson, Temple. 

The Bell County Medical Society met in regular session 
October 1 in Temple, with forty members and five guests 
present. Accepted for membership by transfer from the Har- 
ris and Travis Counties Medical Societies, respectively, were 
William B. Long and James D. Wilson. E. R. Veirs and 
R. G. Greenlee were nominated to replace R. E. Pleune and 
E. D. McKay, who have moved from the county, on the Bell 
County Advisory Committee to Selective Service. These 
nominations were subsequently approved by the State Ad- 
visory Committee Chairman. 

The society adopted a resolution endorsing a plan to erect 
a permanent building for the Bell County Health Unit and 
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recommending to the county that an offer by the State Board 
of Health for financial assistance be accepted. The scientific 
program presented at the meeting is outlined above. 


Dallas County Society 
October 14, 1952 
(Reported by W. W. Fowler, Secretary) 
Mechanism of Action and Therapeutic Use of Diuretics in Treatment 
of Congestive Heart Failure—Donald Seldin, Dallas. 

The Dallas County Medical Society and the staff of St. 
Paul’s Hospital, Dallas, held a joint meeting at the hospital 
October 14. Joseph B. Murphy, president of the staff, con- 
ducted a brief business session. The following physicians 
were elected to membership in the society and introduced at 
this time by Barton E. Park: N. A. Ellis, William Sterling 
Bell, Kenneth Paul Wittstruck, John Ellsworth Ballard, Ed- 
ward Alphonso Newell, Perry Q. Needham, Jackson H. 
Speegle, Leone Sanders Thompson, Jr., Thomas Hall Oben- 
chain, Jr., and Donald R. Bernhardt. 

Mr. Millard Heath, executive secretary of the society, gave 
a brief résumé of medical economics news. A resolution rec- 
ommending the Tuberculosis Control Clinic of the Dallas 
City and County Health Departments be located adjacent to 
the new City-County Memorial Hospital and that the rec- 
ommendation be submitted to proper city and county gov- 
ernment authorities for consideration was adopted. M. M. 
Scurry introduced the guest speaker, whose topic is given 
above. 

Kerr-Kendall-Gillespie-Bandera Counties Society 
October 13, 1952 
(Reported by Russell E. Guill, Secretary) 
Clinical Uses of Radioactive Isotopes—J. R. Maxfield, Jr., Dallas. 


The monthly meeting of the Kerr-Kendall-Gillespie-Ban- 
dera Counties Medical Society was held in Fredericksburg 
on October 13. J. B. DesRochers of Kerrville was accepted 
as a new member. In conjunction with his talk, outlined 
above, Dr. Maxfield showed pictures of results obtained 
with radioactive substances. Thirty members. were present. 


Lamar County Society 
October 2, 1952 


(Reported by J. R. Kelsey, Jr., Secretary) 
Kidney Function in Health (motion picture). 


The Lamar County Medical Society met October 2 in 
Paris with sixteen members and one visitor present. The 
local blood bank and the essay contest to be sponsored by 
the Woman’s Auxiliary were discussed during the business 
meeting. The above mentioned motion picture was shown 
and discussed. 


Lubbock-Crosby “vunties Society 
October 7, 1952 
(Reported by Wallace I. Hess, Secretary) 


The Lubbock-Crosby Counties Medical Society met in 
Lubbock on October 7. At this time, the society voted its 
approval of the Southwest Blood Bank, Inc. plan and re- 
ferred the matter to the blood bank committee for the con- 
summation of details. Mr. M. C. Williamson, district man- 
ager of the National Federation of Independent Business, 
explained his organization, its history, and its functions. 

William H. Gordon, president of the society, appointed 
James T. Hall and Mina D. Watkins to act as a committee 
to investigate methods of adequately examining R.O.T.C. 
students at Texas Technological College in Lubbock. The 
names of two students at this same college who are recipients 
of the society’s premedical scholarships were announced in 
a letter from Mr. Joe Dennis, premedical adviser at the 
college. A letter from Allen T. Stewart was read; it advised 
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members of an all-day postgraduate course for general prac- 
titioners October 18, at Texas Technological College, spon- 
sored by the Postgraduate Division of the University of 
Texas School of Medicine, Galveston. 


Tarrant County Society 
September 16, 1952 
(Reported by W. P. Higgins, Jr., Secretary) 
Heat, Light, and Color—J. W. Eschenbrenner, Fort Worth. 
Notes on Surgery of Breast Tumors—T. H. Thomason, Fort Worth. 

The Tarrant County Medical Society met September 16 
in Fort Worth. Accepted into membership at this time were 
Paul T. Bontley, Robert W. Brentlinger, E. H. Brock, 
Wooten Brown, Ruth Little, Henry C. McDonald, Joe G. 
Rape, John H. Sewell, and James G. Stouffer. E. E. An- 
thony, Jr. pointed out that the Council on Scientific Work 
of the Texas Medical Association is making a special effort 
to present an outstanding program at the 1953 annual ses- 
sion of the Association, and asked that any members who 
have papers or who know of papers worthy of presentation 
at this meeting confer with the appropriate section officers. 

A report from the committee on physical rehabilitation 
was made by E. Ross Kyger, Jr., and adopted by the society. 
In the report, the committee suggested that the society take 
the lead so far as possible in the establishment and control 
of facilities to meet the rehabilitation needs of the com- 
munity. 

October 7, 1952 
(Reported by W. P. Higgins, Jr., Secretary) 
Treatment of Keratoses—E. N. Walsh, Fort Worth. 

Discussion—J. M. Riddell, Fort Worth. 

Members of the Tarrant County Medical Society met Oc- 
tober 7 in Fort Worth. Preceding the program a motion 
picture explaining the functions of the United Fund was 
shown. John J. Andujar presented a historical note regard- 
ing the absence of solar skin cancer in the natives of Mex- 
ico. R. G. Baker, councilor for the Thirteenth District, dis- 
cussed the dedication in Austin of the new Memorial Library 
and headquarters building of the Texas Medical Association. 
T. C. Terrell, president of the Association, presented a cer- 
tificate of merit to L. H. Reeves, a past president of the 
Association. Dr. Reeves gave a brief history of the county 
society. 

George H. Millington was elected to membership, and 
Douglas E. Bibby and Harry U. Whayne, Jr., were ac- 
cepted on transfer. 


Wharton-Jackson-Matagorda-Fort Bend Counties Society 
October 14, 1952 
(Reported by Lorraine I. Stengl, Secretary) 
Headache—Hamilton Ford and Ira Jackson, Galveston. 
Thirty-eight members of the society, guests, and members 
of the auxiliary attended the dinner meeting of the Whar- 
ton-Jackson-Matagorda-Fort Bend Counties Medical Society 
held in Ganado, October 14. The society met at the home 
of J. M. Bauknight; dinner was served in the school cafe- 


teria. Drs. Ford and Jackson, Galveston, discussed ‘‘head- 
ache.” 


DISTRICT SOCIETIES 


Fourth District Society 


October 8, 1952 
(Reported by Lloyd R. Hershberger, Secretary) 
Cutaneous Manifestations of Virus Diseases—Russell J. Blattner, Hous- 
ton. 
Pelvic-Like Pain, Physiology, 
Guerriero, Dallas. 
Differential Diagnosis of Coma—R. L. Pullen, Houston. 


Etiology, and Therapy—William F. 


Simulation of Benign Conditions by Malignant Pulmonary Diseases— 
G. V. Brindley, Jr., Temple. 
Reticuloendotheliosis—Dr. Blattner. 


Pelvic Pain, Physiology, Etiology, and Therapy—Dr. Guerriero. 
Surgical Treatment of Diseases of Esophagus—Dr. Brindley. 
Upper Respiratory Tract Infections—Dr. Pullen. 


The Fourth District Medical Society and the San Angelo 
Division of the Postgraduate School of Medicine of the Uni- 
versity of Texas, Houston, met jointly in San Angelo on Oc- 
tober 8. Lloyd R. Hershberger, San Angelo, was elected 
president of the society, and Paul M. Wheelis, Brownwood, 
secretary. The next meeting will be held in Brownwood in 
the fall of 1953. 


In addition to the scientific papers presented as shown 
above, a social hour and dinner were held, with T. C. 
Terrell, Fort Worth, President of the Texas Medical Associa- 
tion, addressing the group at that time. Approximately 
seventy-five physicians took part in the meeting. 


Tenth District Society 
October 11, 1952 
(Reported by Edmund D. Jones, Secretary ) 
Diagnosis and Treatment of Head Injuries—Harry Starr, Beaumont. 


Use of Blood, Blood Products, and Blood Substitutes—Raymond L. 
Gregory, Galveston. 


Diagnosis and Treatment of Actinomycosis—Alvis E. Greer, Houston. 


The Orange County Medical Society was host to a meet- 
ing of the Tenth District Medical Society held in Orange on 
October 11. Peyton C. Clements, Lufkin, president of the 
society, presided, and L. C. Heare, Port Arthur, district 
councilor, led the business discussion. A boat ride on the 
Sabine River and dinner followed the meeting. Talmadge 
O. Woolley, Orange, was chairman of the arrangements 


committee. The society’s next meeting will be held in Beau- 
mont. 


Eleventh District Society 
October 28, 1952 
(Reported by Marlin T. Braswell, Secretary ) 
Problems of Tuberculosis in East Texas—Sam Topperman, Tyler. 


Roentgen-Ray Studies of the Chest—John J. Faust and Joseph Selman, 
Tyler. 


Panel Discussion: Chest Diseases—John Chapman, Dallas, Moderator. 
Diagnosis of Chest Diseases—James T. Boyd, Jacksonville. 
Internal Medicine—J. Ernest Alexander, Jr., Tyler. 

Chest Pathology—Harbert Davenport, Jr., Jacksonville. 

Bronchoscopy—Cuthbert B. Young, Tyler. 

Chest Surgery—Porter M. Bailes, Jr., Tyler. 


The Eleventh District Medical Society met in Jacksonville 
on October 28. Roscoe O. Moore, Mineola, president of 
the society, acted as coordinator of the scientific program 
given above. T. C. Terrell, Fort Worth, President of the 
Texas Medical Association, was guest speaker at the dinner 
for members, guests, and members of the auxiliary, which 
followed the scientific and business sessions. 

The next meeting of the society will be held in Tyler in 
the spring of 1953. 


Fifteenth District Society 


October 3, 1952 
(Reported by William E. Jones, Secretary ) 


D. R. Baber, Daingerfield, was elected president of the 
Fifteenth District Medical Society at a meeting held October 
3 in Texarkana. E. L. Fender, Mt. Pleasant, was named vice- 
president; and P. A. Reitz, Pittsburg, secretary-treasurer. 
H. O. Padgett, Marshall, was nominated to become coun- 
cilor for the Fifteenth District. Joe D. Nichols, Atlanta, 
present councilor, presided in the absence of the president 
and vice-president. Daingerfield was chosen as the site for 
the society’s next meeting, which will be held probably in 
the latter part of March. 
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AUXILIARY NEWS LETTER 


The second issue of the News Letter of the Woman’s 
Auxiliary to the Texas Medical Association was printed on 
the Association’s new Multilith machine and mailed to mem- 
bers of the Auxiliary in October. Mrs. Haskell D. Hatfield, 
El Paso, is editor. Assistant editors are Mesdames Jacob 
Rodge, El Paso, and G. C. Woodfin, Paris. 

Contributions for subsequent issues scheduled for Decem- 


ber, February-March, and May, may be mailed to either of 
the editors. 


COUNTY AUXILIARIES 


DeWitt and Lavaca Counties Auxiliary 
Committee chairmen of the DeWitt and Lavaca Counties 
Auxiliary were appointed at the first fall meeting of the 
year held October 18 in Shiner. Mrs. F. A. Prather, Cuero, 
president, presided at the business meeting. 


The group voted to make $5 donations to the Student 


S. H. GRAHAM 


Dr. Stephen H. Graham, Laredo, Texas, died August 26, 
1952, from acute myocardial infarction. 


The son of George B. and Nancy P. Graham, he was 
born in Clinton, Ill., on October 16, 1882. The family 
moved to Oklahoma, where Dr. Graham attended public 
schools in Lexington before enrolling at the University of 
Oklahoma, Norman, to study pharmacy. After receiving his 
degree in pharmacy in 1907, he worked as a pharmacist for 
some time preceding his entry into the University of Okla- 
homa School of Medicine. Dr. Graham received his medical 
degree in 1915 and remained at the University as an associate 
professor of anatomy, serving his internship at University 
Hospital in Oklahoma City. At the outbreak of World War 
I, he entered the Army Medical Corps and was stationed for 
a time in France. He was later transferred to Fort McIntosh, 
Laredo, establishing his medical practice in that city upon be- 
ing discharged from the Army with the rank of major. Dr. 
Graham had continued to practice in Laredo until his death. 

A member for many years of the American Medical Asso- 
ciation and the Texas Medical Association through Webb- 
Zapata-Jim Hogg Counties Medical Society, which he served 
as president in 1936, Dr. Graham was also a member of the 
Southern Medical Association. He was one of the four orig- 
inal partners in the Medical and Surgical Clinic and was on 
the staff of Mercy Hospital, both in Laredo. He served as 
chief surgeon for the Texas-Mexican Railway Employees 
Hospital Association and district surgeon for the Missouri 
Pacific Lines. 


An obituary ordinarily will not be published more than four months 
after date of death. Cooperation in reporting deaths of physicians and 
in furnishing appropriate biographical material prompily is solicited. 
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Loan, Memorial, and Library Funds. The legislation chair- 
man urged all members to vote carefully in the coming na- 
tional elections. Members from each town represented of- 
fered to inform school officials of the annual essay contest 
sponsored by the Association of American Physicians and 
Surgeons and to report to the contest chairman in the local 
auxiliary, Mrs. E. H. Marek, Yoakum. 

Prior to the business meeting a luncheon was given with 
Mesdames J. W. Boyle, J. V. Connolly, and F. M. Wagner 
of Shiner as hostesses.—Mrs. F. M. Wagner, Publicity Chair- 
man. 


Navarro County Auxiliary 


The Woman’s Auxiliary to the Navarro County Medical 
Society met October 3 in Corsicana at the home of Mrs. 
L. E. Kelton. Mrs. C. L. Gary, Jr., stressed the merits of 
the magazine Today’s Health, and urged members to renew 
their subscriptions. Mrs. Paul H. Mitchell read a report from 
the Memorial Fund Committee of the Woman’s Auxiliary 
to the Texas Medical Association.—Mrs. S. H. Burnett, Sec- 
retary. 


Working with underprivileged boys and baseball were 
Dr. Graham’s principal hobbies. He was one of the founders 
of the Laredo Boys’ Club and president of the organization 
at the time of his death. Dr. Graham and several associates 


Dr. STEPHEN H. GRAHAM 


owned the Laredo Baseball Club. He was a member cf the 
American Legion, the Elks Club, and the Masonic Lodge. 
Dr. Graham married the former Miss Nora E. Rice in 
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Oklahoma City in 1915. His son, Dr. S. H. Graham, Jr., 
of Laredo survives him, as do two brothers, George B. 
Graham, Santa Cruz, Calif., and Emmet Graham, Lexington, 
Okla., and six grandchildren. Another son, Robert S. Gra- 
ham, was killed in action in World War II. 


D. J. JENKINS 


Or. Don Juan Jenkins, Daingerfield, Texas, former presi- 
der: ac" o> active member for more than fifty years of the 
Tess “\iccccl Association, died October 4, 1952, at his 
hoime of uremia, ylicated by a fractured hip. 

Born on October 13, 1862, at Dallas, Ga., Dr. Jenkins 
was the son of Col. Charles Sim and Lou (Crawford) Jen- 
kins. In 1870 the family moved to Texas, settling near 
Daingerfield. Dr. Jenkins attended nearby rural schools and 
taught in several of them. Following his graduation in 1887 
from Vanderbilt University School of Medicine, Nashville, 
Dr. Jenkins returned to Daingerfield and practiced in that 
community for some sixty-three consecutive years, before 
retiring two years ago. During his many years of practice, 
Dr. Jenkins served as city and county health officer, local 
surgeon for the Missouri-Kansas and Texas Railroad and 
Cotton Belt Railroad, and medical examiner for the local 
draft board in both World Wars. He also was a member of 
the first Texas State Board of Medical Examiners and re- 
mained on the board for approximately eight years. 


Dr. DON JUAN JENKINS 


Dr. Jenkins was a member of the American Medical Asso- 
ciation and an honorary member of the Texas Medical Asso- 
ciation through the Morris County Medical Society, which 
he helped to organize and led for some years as its presi- 
dent. He was elected vice-president of the Association in 
1929 and later the same year became president, filling the 
vacancy created by the death of the president, Dr. J. E. 
Dildy. In addition, Dr. Jenkins often had been a member 
of the House of Delegates of the Association. He was a 
member of the Tri-State Medical Assembly as well. 


Dr. Jenkins at one time was president of the National 
Bank of Daingerfield and had always been an active mem- 
ber of the Daingerfield Baptist Church. He was paid tribute 


by the local citizenry in 1950 during a special “Dr. Jenkins 
Day.” 


Dr. Jenkins married the former Miss Anna Bell Bradfield 
in Daingerfield on November 2, 1887. She died November 
5, 1948. He is survived by his two children, Lawrence B. 
Jenkins and Mrs. Donnibel Dodd, both of Daingerfield; two 
grandchildren; and four great-grandchildren. 


cE A. WHITE 


Dr. Forrest Allen White, Austin, Texas, died September 
29, 1952, in a Dallas hospital of toxic encephalopathy, after 
an illness of several months. 

Born on January 12, 1914, in Cale, Ark., Dr. White was 
the son of C. A. and Belle White. He attended Cleburne 
High School, Cleburne, and took his premedical training at 
Texas Technological College, Lubbock. Dr. White received 
his medical degree from the University of Texas School of 
Medicine in 1939 and interned at John Sealy Hospital, both 
in Galveston. He then joined the resident staff of Bracken- 
ridge Hospital, Austin, afterwards establishing his practice 
in the same city. Dr. White practiced in Austin until his 
death. He at one time was chief of the obstetrics and gyne- 
cology section at Brackenridge Hospital and medical direc- 
tor of the Austin-Travis County Tuberculosis Sanatorium. 

Dr. White was a member of the American Medical Asso- 
ciation and the Texas Medical Association through the 
Travis County Medical Society, and on the board of directors 
of the Travis County Chapter of the American Academy of 
General Practice. He also held memberships in Phi Beta Pi 
medical fraternity, the Junior Chamber of Commerce, the 
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Optimist Club, and the Lions Club. He was a thirty-second 
degree Mason and a member and deacon of the Central 
Christian Church. 


On September 24, 1934, in Lubbock, Dr. White married 
the former Miss Allene Duncan, who died in 1945. He 
married the former Miss Lois Tumlinson on June 30, 1950, 
in Austin. She survives him as do a son, William Murray 
White; three daughters, Patricia Ann White, Mary Beth 
White, and Claudia Gail White, all of Austin; his father, 
C. A. White, Cleburne; his mother, Mrs. Belle White, 
Brownwood; two brothers, Charles White, Midland, and 
Walker White, Sherman; and two sisters, Mrs. Ralph Wal- 
lace, Sweetwater, and Mrs. Mary Ann Rash, Brownwood. 
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